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Sinusitis in Infancy and Childhood* 


BY WARREN B. DAVIS, M.D. 


Oto-Rhino-Laryngologist to St. 


Infection of the nasal accessory sinuses 
in infancy and in childhood occurs, we be- 
lieve, much more frequently than is gen- 
erally supposed. We are convinced that 
definite infections are often overlooked in 
diagnoses, both by pediatrists and rhi- 
nologists, because of deficient familiarity 
with the average extent of sinus develop- 
ment present in early childhood. Accurate 
knowledge of the anatomy of the accessory 
sinus areas in childhood is of compara- 
tively recent origin, most of the careful 
studies of series sufficiently large to make 
conclusions of definite and practical value 
having been made within the past twelve 
years.’ 2 § many text-books and 
papers on rhinological subjects still con- 
tinue to underestimate the average extent 
of sinus development in childhood, we 
deem it best, first, to state briefly the ex- 
tent of pneumatization normally found in 
the paranasal areas and then to consider 
their infections. The illustrations shown 
are drawings from dissections selected 
from our series of 290 lateral nasal walls, 
of which 146 were from children under 
fourteen years of age,’ * studied to deter- 
mine the types and extent of development 
found in each year of childhood and ado- 
lescence. 


Since 


*Read before the Colorado Congress of Ophthalmology 
and Oto-laryngology, Denver, Colorado, July 31, 1923. 

Illustrations (except Fig. 8) are from “Development 
and Anatomy of the Nasal Accessory Sinuses’'in Man” 
(Warren B. Davis), by courtesy of the W. B. Saunders 
Company. 


Agnes Hospital, 


Philadelphia, Pa. 


Pneumatization of the lateral ethmoidal 
mass proper is, in the majority of cases, 
complete at birth (Fig. 1). The cells sub- 
sequently increase in size not only by ex- 
pansion as the ethmoidal area grows, but 
also by invasion of the surrounding areas, 
so that the distal boundaries of the cells 
may soon extend into the frontal region, 
into the supraorbital plate of the frontal 
bone, into the orbital process of the palate 
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Fic. 1.—Specimen from a child eight days old. (Series D, No. 1.) 
By sagittal sections removing the lateral portion of frontal bone, 
lamina papyracea of ethmoid, and lateral portion of maxilla—the 
sinus maxillaris, cellule ethmoidales, anterior and posterior, infun- 
dibulum ethmoidale, and the primitive sinus frontalis are brought 
into view. S. front., primitive sinus frontalis; Duct. na. laer., 
ductus nasolacrimalis; . max., sinus maxillaris; Cel. eth. post., 
cellule ethmoidales posterior; Cel. eth. ant., cellule ethmoidales an- 
terior; Jnfund. eth., infundibulum ethmoidale. 


bone, into the agger nasi, or into the middle 
concha; the extent into any or all of the 
different areas showing marked variations. 

Frontal sinuses are not present at birth 
(Fig. 1), but have their origins in all cases 
from the anterior ethmoidal areas—the 
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relative rate of development of the cells of 
the different groups of anterior ethmoidal 
cells determining which will eventually be- 
come frontal sinuses. 


From whichever 


source a frontal sinus may have its origin, 


Fic. 2.—Specimen from a child eight days old. (Series D, No. 1.) 
Sagittal section in median line through frontal and maxillary bones 
and 3 mm. to left of median line through sphenoid bone. Shows the 
left lateral nasal wall, the ascending and the descending rami of the 
meatuses, also the extent of development of the sinus sphenoidalis. 
Note that the anteroinferior wall of the sinus sphenoidalis (concha 
sphenoidalis or ossiculum Bertini) is well ossified. Ag. na., agger 
nasi; Ca. inc., canalis incisivus; Rami desc., rami descendens of 
ethmoidal meatuses; Ost. tub. aud., ostium tube auditive; Hypoph., 
hypophysis; S. sph., sinus sphenoidalis; Rami asc., rami ascendens 
of ethmoidal meatuses. 


the process of pneumatization gradually 
extends from that portion of the anterior 
ethmoidal area toward and into the inferior 
portion of the frontal bone, advancing as 
the cancellous bone is resorbed. In an 
average case the sinus begins its ascent into 


Fic. 3.—Specimen from a child one month and eight days old. 
(Series D, No. 2.) Posterior view of coronal section cut 16 mm. 
posterior to the nasion, showing the extent of superoinferior and 
lateral development of sinus maxillaris and cellule ethmoidales pos- 
terior. Note the proximity of developing teeth to the orbital floor. 
Cr. gal., crista galli; Cel. eth. post., cellule- ethmoidales posterior; 
Proc. unc., posterior extremity of processus uncinatus; S. max., sinus 
maxillaris; C. inf., concha inferior; N. infraorb., nervus infraorbitalis; 
C. med., concha media; C. sup., concha superior 


the vertical portion of the frontal bone 
during the second year (Fig. 4), and at 
three years is 3.8 millimeters above the level 
of the nasion and continues its vertical ad- 
vance (Figs. 6, 10, 12, and 13) at an aver- 


age rate of approximately 1.5 millimeters 
per year until the fifteenth year. 

The sinus maxillaris at birth is an oblong 
ovoidal sinus (Fig. 1), its diameters aver- 
aging 8.2 millimeters anteroposteriorly, 
3.3. millimeters vertically, and 2.8 milli- 
meters laterally (Fig. 2). As the body of 
the maxilla increases in its diameters there 
is an increase in the extent of pneumatiza- 
tion averaging, until the ninth year, 2 milli- 
meters each year in both the vertical and 
lateral diameters, and 3 millimeters antero- 
posteriorly (Figs. 4, 5, 10, and 11). After 
the ninth year development advances more 
slowly in all diameters, reaching by the 
fifteenth year a form which approximates 
the usual adult type, later changes occurring 
chiefly in the posteroinferior angle, which 
descends as the third molar tooth erupts.® 

The average relation of the floor of the 
maxillary sinus to the nasal floor during 
the different years of childhood is of clin- 
ical importance in determining the point for 
making punctures of the medial wall for 
diagnostic or therapeutic purposes. In 
cases under one year of age the level of 
the average sinus floor is 4.2 millimeters 
superior to the floor of the nasal fossa (Fig. 
3). This average difference decreases 
approximately 0.5 millimeter each year 
until the eighth or ninth year, when the 
floors are on the same level (Fig. 11). In 
the majority of older cases the maxillary 
sinus floor is from one millimeter to 7.5 
millimeters below the level of the nasal 
floor. 

The sinus sphenoidalis develops as an 
extension from the posterosuperior portion 
of the recessus sphenoethmoidalis. Under 
one year of age the average diameters of 
the sinus sphenoidalis in our series were 
2.8 millimeters vertically, 2 millimeters lat- 
erally, and 1.5 millimeters anteroposteriorly 
(Fig. 2). The sinus sphenoidalis develops 
more rapidly posterolaterally than it does 
directly posteriorly. The lateral wall of the 
average sinus soon becomes quite thin— 
one millimeter or less in its thinnest portion 
by the end of the second or during the 
third year, thus bringing the sinus into 
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close relation to those cranial nerves passing 
just lateral to the body of the sphenoid 
(Fig 9). The floor of the sinus sphenoid- 
alis is in many instances in close relation 
to the Vidian nerve by the end of the fifth 
year. In average cases the rate of re- 
sorption of the body of the sphenoid is 
such that by the eighth to the tenth year 


the posterosuperior portion of the sinus lies 
beneath the anterior portion of the sella 
turcica (Figs. 6, 7, and 12), and by the 
fourteenth year is usually separated from 
the hypophysis by a very thin lamina of 
compact bone. In many instances pneu- 
matization extends by the fourteenth year 
well into the processus pterygoideus. 
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Fic. 4.—Specimen from a child two years, six months, and twelve days old. (Series D, No. 25.) Lateral view of left frontal, ethmoidal, 
and maxillary sinus areas. Note advance of sinus frontalis into the vertical portion of the frontal bone. Cel. b. eth., Cellule bulle ethmoidales; 
Cel. eth. post., cellula ethmoidalis posterior; For. eth. post., foramen ethmoidale posterius; For. optic., foramen opticum; A. car. int., arteria 
carotis interna; S. cav., sinus cavernosus; S. sphenopar., sinus sphenoparietalis; For. rotundum., foramen rotundum; S. max., sinus maxillaris; 
Infund. eth., infundibulum ethmoidale; Cel. infund., cellule infundibulares; S. front., sinus frontalis. 
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Fic. 5.—Specimen from a child three years, five months and eight days old. (Series D, No. 32.) Posterior view of coronal section cut 
28.5 mm. posterior to nasion, showing the extent of lateral and superoinferior development of sinus maxillaris, the osseous ridge beneath nervus 
infraorbitalis, cellule ethmoidales posterior, and small conchal cells developing in each concha nasalis superior. The ostia maxillaria are 
larger than usual in the anteroposterior diameter. Note deflection of septum nasi and its influence on each concha media. C. sup., Concha 
superior; Cel. eth. post., cellule ethmoidales posterior; C. med., concha media; N. infraorb., nervus infraorbitalis; C. inf., concha inferior; 
Proc. unc., processus uncinatus; Cart. sep. na., cartilago septi nasi; Lam. perpend., lamina perpendicularis. 
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Fic. 6.—Specimen from a child five years, ten months and twenty-two days old. (Series D, No. 45.) Sagittal section, 34 mm. to the right 
of median line anteriorly; section through body of the sphenoid 2 mm. to the right of median line. Anterior portion of concha media has 
been removed to show the lateral nasal wall. Medial wall of an infundibular cell was removed with the anterior attachment of the concha 
media. Ostium frontale in this case communicates both with infundibulum and with the recessus conchalis medial to the processus uncinatus. 
Dotted line indicates outline of sinus frontalis. H. semi., hiatus semilunaris; Cel. eth. post., cellula ethmoidalis posterior, extending into 
concha media; C. med., concha media (cut surface); C. sup., concha superior; C. supr. J, concha suprema I; S. sph., sinus sphenoidalis; Hypoph., 
hypophysis; Sept. sph., septum sphenoidale (anterior portion); Ton. phar., tonsilla pharyngea; Ost. tub. aud., ostium pharyngeum tube audi- 
tive; Ost. max. acces., ostium maxillare accessorium; C. inf., concha inferior; Proc. une., processus uncinatus; B. eth., bulla ethmoidalis; Ag. 
na., agger nasi; Cel. infund., cellula infundibularis. 
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Fic. 7.—Specimen from a child six years old. Sagittal section showing extent of sphenoidal pneumatization. (Series D, No. 46.) The 
child from whom this specimen was taken died of nasal diphtheria. Note areas of submucous hemorrhages. The nasal cavities were com- 
pletely filled with pseudomembrane, as were also the frontal sinuses and ethmoidal cells, while the maxillary and sphenoidal sinuses were 
approximately half filled. Also note the enormous tonsilla pharyngea, which nearly fills the posterior naris. C. sup., concha superior; C. 
supr. I, concha suprema I; S. sph., sinus sphenoidalis; Hypoph., hypophysis; Ton. phar., tonsilla pharyngea; F. phar. bas., fascia pharyn- 
gobasilaris; C. inf., concha inferior; C. med., concha media. 
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The most frequent causes of infections 
of the accessory sinuses in early childhood 
are colds, influenza, the acute exanthema- 
tous diseases, pneumonia, and sometimes 
diphtheria. The infections are far more 
apt to occur in children with infected ton- 
sils and enlarged adenoids, since these con- 
ditions maintain a degree of intranasal con- 
gestion which hinders natural drainage and 
ventilation, in addition to which there is 
mechanical obstruction produced by the 
adenoids (Fig. 7) which favors the accu- 


Fic. 8.—Specimen from a child seven years, seven months and 
twenty days old. (Series D, No. 57.) Anterior view of a coronal 
section through the sinus sphenoidales to show the extent of sinus 
development. Note also the hyperplastic edematous mucous mem- 
brane in one sinus, due to a suppurative condition. 


mulation and retention of secretions in the 
nasal passages. A deflected nasal septum 
or an enlarged middle turbinate may be a 
predisposing factor even in early childhood 
(Fig. 5). The prolonged presence of for- 
eign bodies in the nasal passages favors 
sinus infections not only by the obstruc- 
tion produced but also by the resulting 
irritation and excoriation of the mucous 
membrane. 

The order of frequency of ‘location in 
which infections occur in the sinuses of 
children is, in descending order, ethmoidal, 
maxillary, sphenoidal, frontal. 

The most frequently observed symptoms 
are: nasal discharge, varying degrees of 
nasal obstruction from congestion, constant 
or frequently recurring colds, epiphora, 
cough, pains in joints, occasional epistaxis. 
Frontal or supraorbital headache and pain 
in the distribution of the fifth nerve may 


occur, but are relatively not as frequent 
as in adult cases. 

On inspection there may be found thin 
watery fluid, mucopurulent or purulent 
exudate (according to the stage and type 
of infection) in one or both sides of the 
nose, irritated or sometimes excoriated an- 
terior nares, congested turbinates, and 
probably infected and_ enlarged 
adenoids. 

The nasal mucosa can _ usually be 
shrunken down by mildly astringent local 
applications so that the outlet of the exu- 
date may be determined as coming from 
the middle meatus or from a source postero- 
superior to the attachment of the middle 
turbinate. 

Diagnosis is made by consideration of the 
above symptoms and signs, and also by the 
results of observations on transillumina- 
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Fic. 9.—Specimen from a child seven years, nine months and 
twelve days old. (Series D, No. 58.) Coronal section through the 
anterior portion of the body of the sphenoid bone, to show the rela- 
tions of the cranial nerves to the sphenoidal area. The sphenoidal 
sinuses in this specimen show less extensive pneumatization of the 
body of the sphenoid than is usually seen at this age. WN. optic., 
nervus opticus; N. troch., nervus trochlearis; N. oculom., nervus 
oculomotorius; N. abduc., nervus abducens; oe ophthal., nervus 
ophthalmicus; N. max., nervus maxillaris; N. pteryg., nervus 
canalis pterygoidei (Vidii); Ton. phar., tonsilla pharynges: C. inf., 
concha inferior; C. med., concha media; S. sph., sinus sphenoidalis: 
S. cav., sinus cavernosus. 


tion, #-ray examinations, and then, if 

doubt as to infection in the maxillary sinus, 
an exploratory puncture. Transillumina- 
tion does not give as reliable informa- 
tion in the diagnosis of sinus infections in 
young children as it does in adult cases.® 
X-ray plates are of greater value in diag- 
nosis, and should always be made and 
carefully studied before making an explor- 


(Vidud 
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atory puncture into a child’s maxillary 
sinus. The size of the sinus, the relation 
of its floor to the floor of the nasal fossa 
and to the attachment of the inferior tur- 
binate, are best determined by antero- 
posterior x-ray plates. The relation to 


‘ 


S.tront. 


Ostfront. 


Celintund. ~ 
Fos.sac. lacr. 


Ost.max. 


Sept. mex. 


developing teeth should also be studied by 
lateral x-ray plates. 

The infections are usually of a mixed 
type, and any of the organisms frequenting 
the upper respiratory areas may be found, 
as shown by the bacteriologic studies made 


Fic. 10.—Specimen from a child eight years, eight months and one day old. (Series D, No. 63.) Lateral view of frontal, ethmoidal, and 
maxillary sinus areas, the lateral portion of each having been removed by sagittal cuts. Note that the sinus frontalis developed directly 


from the infundibulum ethmoidale. 


Note also the incomplete septa in the sinus maxillaris. 


Cel. eth. ant., cellule ethmoidales anterior; 


Cel. eth. post., cellule ethmoidales posterior; N. optic., nervus opticus; Sept. max., septule maxillares; Ost. max., ostium maxillare; Fos. sac. 
facr., fossa sacci lacrimalis; Cel. infund., cellule infundibulares; Ost. front., ostium frontale; S. front., sinus frontalis. 


Fic. 11.—Specimen from a child nine years, ten months and nineteen days old. (Series D, No.65.) Anterior view of coronal section, cut 
20 mm. posterior to the nasion, showing the size and relations of the sinus maxillaris, the ostium maxillare, and its manner of communication 
with the infundibulum ethmoidale, the bulla ethmoidalis, processus uncinatus, and cellule ethmoidales anterior. Cr. gal., crista galli; Proc. 
unc., processus uncinatus; Jnfund. eth., infundibulum ethmuidale; Ost. max., ostium maxillare; S. max., sinus maxillaris; N. infraorb., nervus 
infraorbitalis; Cel. b. eth., cellula bulla ethmoidalis; Lam. papyr., lamina papyracea 
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in their cases by Dean and by Cleminson. 
Pneumococci have usually predominated in 
our cases. 

The treatment of the vast majority of 
acute and subacute cases should be con- 
servative. The use of mildly astringent oil 
applications followed by 10-per-cent or 
15-per-cent argyrol solution favors ventila- 
tion and drainage. The use of mixed 
pneumococcic vaccines, in dosage in propor- 
tion to the age and size of the child, we 
regard as being a distinct aid in the treat- 
ment of most cases. Theoretically auto- 
genous vaccines should give best results, 


for sinus infections in children to clear up 
without operation in a larger percentage 
of cases than in adults is due to two things: 
first, the age of the patient precludes the 
possibility of long chronicity ; second, nasal 
obstructive lesions, such as marked septal 
deflections, ridges and spurs, hypertrophied 
turbinates, and polypoid tissue, are not so 
frequently encountered. Another probable 
factor is the fact that the average diameters 
of the ostia of all the accessory sinuses are 
relatively larger, in proportion to the sizes 
of the sinuses, in children than in adults, 
thus allowing greater ventilation by more 
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Fic. 12.—Specimen‘ rom a child ten years, one month and seven days old. (Series D, No. 66.) Sagittal section 1 mm. to the left of the 
median line. The anterior portion of the concha media and a portion of the medial wall of the sinus frontalis have been removed. Note that 
sphenoidal pneumatization has extended beneath the anterior portion of the sella turcica. S. front., sinus frontalis; Proc. unc., processus 
uncinatus; B. eth., bulla ethmoidalis; C. inf., concha inferior; Ost. tub. aud., ostium pharyngeum tube auditive; Ton. phar., tonsilla pharyn- 
gea; S. sph., sinus sphenoidalis; C. supr. I, concha suprema I; C. sup., concha superior; C. med., concha media; Ost. front., ostium frontale. 


but practically we have gotten our best 
results from mixed stock vaccines. Under 
this combined plan of treatment the results 
are usually good. When infected tonsils 
and enlarged adenoids are present in sub- 
acute and chronic sinus cases, they should 
be removed and the nasal treatment con- 
tinued. Only a small percentage of cases 
so treated will require nasal operative pro- 
cedures. As stated by Dean, the tendency 


frequent change of air in the sinus areas 
of children. 

While most cases respond to treatment 
and do not often show bone involvement, 
yet the destruction of surrounding bony 
tissue may be exceedingly and surprisingly 
rapid in some infections of the ethmoidal 
and maxillary sinuses occurring in infancy. 
Two cases illustrate this possibility : 

Case ].—Female, aged eight weeks; nor- 
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Fic. 13.—Specimen from a child twelve years, nine months and twelve days old. (Series D, No. 69.) Anterior view of a coronal section 
cut 12 mm. posterior to the nasion, to show superior and lateral extent of the sinus frontales, also the relations of the cellul# frontales. The 
frontal sinuses and all cells shown in this illustration have their ostia medial to the uncinate processes. Note the relations of the ductus 
nasolacrimalis. S. front., sinus frontalis; Sept. front., septum frontale; Cel. front., cellule frontales; Fos. sac. lacr., fossa sacci lacrimalis; For. 
infraorb., foramen infraorbitalis; Duct. na. lacr., ductus nasolacrimalis. 
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Fic. 14.—Specimen from a child thirteen years, six months and nineteen days old. (Series D, No. 72.) Posterior view of a coronal section 
31 mm. posterior to the nasion, showing maxillary sinuses, bullar and posterior ethmoidal cells. Note the influence of septal ridge and devi- 
ation of po upon the form of each concha media; also upon the degree of medial inclination of each processus uncinatus, thus producing 
a marked difference in the width of the hiatus semilunaris and the infundibulum ethmoidale of each side. Cr. gal., crista galli; Cel. eth. post., 
cellulw ethmoidales posterior; C. med., concha media; Cel. . eth., cellula bull ethmoidalis; Proc. unc., processus uncinatus; C. inf., concha 
inferior; S. max., sinus maxillaris; C. sup., concha superior. 











mal birth. Health was good until six weeks 
of age, when she contracted a cold in the 
head. Nasal congestion was said to have 
been marked especially on the left side. 
Discharge from the left nostril became 
purulent one week later. When an ophthal- 
mologist (Dr. LeFever) and I were called 
in consultation there was a profuse puru- 
lent nasal discharge from the left nostril 
and marked exophthalmos (left side) from 
the pressure of an orbital abscess. Inspec- 
tion showed continuous discharge from 
middle meatus. The entire anterior eth- 
moidal area was very soft. Dr. LeFever 
made an incision beneath the upper margin 
of the orbital cavity, and a small blunt 
dissector carried a short distance posterior- 
ly liberated 3 or 4 drachms of pus. A 
drain was inserted. Free drainage con- 
tinued both from the incision and from the 
nasal cavity, but meningitis developed and 
the child died in forty-eight hours. 

Case I]—Female, aged thirteen days; 
normal birth. When one week old began 
to have nasal discharge. Four days later 
the right cheek was red and swollen. Six 
days after nasal discharge began we saw 
the case At that time 
swelling of the cheek was marked and nasal 
discharge profuse. There was also a small 
amount of pus exuding from a fluctuating 
swelling above the right superior alveolar 
process, just lateral to the canine area. The 
small opening was enlarged and about a 
drachm of pus was evacuated. A large 
probe was then readily passed along the 
fistulous tract into the maxillary sinus. The 
supraalveolar opening and the nasal pas- 
sage were kept cleansed and 10-per-cent 
argyrol placed in the maxillary sinus and 
the nasal passages every third hour. The 
local inflammation and suppuration sub- 
sided rapidly, but pyemia developed and 
multiple abscesses formed in the extrem- 
ities, after which a septic pneumonia was 
terminal when the child was nineteen days 
old. Cases showing similar bone destruc- 
tion have been reported by Krauss® and by 
Hughes.’° 
We have not had the opportunity to treat 


in consultation. 








.cessory Sinuses 
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nasal accessory sinuses in many children 
with arthritic disease, but certainly the re- 
ports of such cases, notably by Dean‘ 
and also by Byfield," show that these in- 
fections must not be overlooked as impor- 
tant etiological factors, and indicate the 
advisability of closer cooperation between 
the pediatrist, orthopedist and rhinologist 
in such cases. 

Operative measures on chronic cases 
which have resisted more conservative 
treatment should be such as to establish 
drainage and ventilation with the least pos- 
sible destruction of nasal tissue. Opera- 
tions on maxillary sinuses usually consist 
of an intranasal opening into the inferior 
meatus. Most chronic ethmoidal infections 
respond to ventilation established by re- 
moval of the middle turbinate. If, how- 
ever, these measures prove insufficient, then 
more radical procedures become necessary 
to remove the focus of infection, the sur- 
rounding polypoid tissue, and necrotic bone, 
if such be present. 
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Possibilities of Deep X-ray Therapy 






BY ROBERT E. FRICKE, M.D. 
Howard A. Kelly Hospital, Baltimore, Md. 


The field and effectiveness of high volt- 
age «x-ray treatment is as yet an unsolved 
problem. Success in combating cancer and 
kindred disorders is claimed by German 
and French authorities, with such emphasis 
that a thorough trial of this form of therapy 
is called for. Up to date it cannot lay 
claim to being an established success in 
this country, but results are already suf- 
ficiently encouraging to warrant a per- 
sistent trial over several years to ascertain 
its efficiency in the field of malignant neo- 
plasms. 


X-RAY AND RADIUM. 


Improved construction of electrical equip- 
ment and especially of closed transformers 
has produced machines capable of gen- 
erating two or three hundred thousand 
volts; the Coolidge s-ray tube has been 
perfected to withstand the passage of two 
hundred thousand volts for hours without 
puncturing. The -+z-rays thus generated 
have great biologic potency; post-mortem 
findings after radiation of breast carci- 
nomata reveal marked lethal effects on car- 
cinoma cells with a proliferation of fibrous 
tissue, but unfortunately have disclosed also 
the terrible drawbacks of atrophy of skin 
and bone, necrosis of muscle, and destruc- 
tion of lung substance consequent upon re- 
peated radiations. As contrasted with 
radium, the action of the rays generated 
by the new high-tension machines is much 
more superficial and scattered over a much 
wider area. The gamma rays of radium 
on the other hand are far more penetrating 
and the effects can be better localized; it 
has been estimated that from three hundred 
thousand to a million volts are necessary 
to approximate the intensity of these radium 
rays. Treating cancer with radium may be 
compared to using a rifle of small bore with 
a high explosive, causing great penetration ; 





1Cassie B. Rose, M.D.: Breast Carcinoma ‘Treated 
Surgically and by Roentgen Ray. Journal A. M. A., vol. 
80, No. 24 (June 16, 1923). 


to treat the same cancer with 2-ray is rather 
comparable to the less potent shotgun, 
where the ammunition riddles the target 
but spends itself in superficial destruction. 

Inasmuch as radium is a rare element, 
and the expense of procuring and main- 
taining an effective supply is prohibitive in 
comparison to the cost of installing and 
operating an x-ray machine, x-ray therapy 
will probably for some time be more easily 
procurable by the general public, and any 
proven virtues of this form of treatment 
will naturally be hailed with enthusiastic 
acclaim by the medical profession. Radium 
is already well established as a successful 
curative agent in a great variety of dis- 
eases.” Before a high voltage x-ray ap- 
paratus can be so accepted, some of the 
problems which the future must settle are 
the following: 

1. Can deep «-ray therapy accomplish as. 
much as radium in certain types of dis- 
eases? 

2. Can #-ray yield results in any groups. 
of cases where radium fails? 

3. Would a combination of the two 
forms of treatment be of advantage in any 
particular case? 


COMPARISON OF X-RAY AND RADIUM 


THERAPY. 


1. The most favorable response to «-radi- 
ation seems so far to have been secured in 
uterine fibroid tumors and in sarcomata. 
Cessation of the flow in menorrhagias, re- 
duction of large uterine fibroids, and often 
the rapid melting down of sarcomata are 
extensively reported. But here on the other 
hand we find that the same results are ob- 
tained just as surely and much more easily 
and quickly with massive doses of radium. 
If but a small amount of radium is avail- 
able, then we believe that x-ray is prefer- 
able. 

2Howard A. Kelly, M.D.: 


the Present Uses of Radium in Medicine. 
Soc. of New Jersey, 1920, xvii, 160-164. 





A Brief Review of Some ot 
Journ. Med. 








2. While radium is supremely potent* in 
early carcinoma of the cervix, in the late 
cases with massive lateral infiltration and 
fixation it yields but poor results: an occa- 
sional success, and that is all. It is our 
earnest hope that the more disseminated 
raying of the x-ray tube will prove more 
effective in this disastrous field. Radium 
also yields poor results in carcinoma of 
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face and will perhaps be more useful in 
raying large gland areas in conjunction 
with topical applications of radium to car- 
cinomata of the cervix, rectum, etc. 
Facility of Handling—The x-ray tube, 
even when not enclosed in its metal jacket,. 
is an unwieldy mechanism at best. Radium 
is a far superior agent when ease of 
handling is considered. Radium emanation 
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Fic, 1.—High voltage x-ray machine in metal jacket. The metal container helps to protect untreated parts of body of 
patient (requiring less lead rubber over patient) and also protects operator. 


the esophagus and of the stomach; but as 
far as we can discover up to date x-ray has 
also shown but little promise in these 
groups. 

3. Combining the two forms of treat- 
ment may be found to be of service in the 
future, for the following reason: the x-ray 
accomplishes its effects over a larger sur- 


Curtis F. Burnam, M.D.: Results of Treatment of 
Carcinoma of the Cervix, with Statistics and Technique. 
Am: J. of -Roentg., vol ix, No. 11, pages 765-771. 





contained in one end of a centimeter-long 
brass tube is applied under guidance of the 
eye directly against the disease.. Consider 
the ease of direct application of radium to 
carcinomata of the cervix or rectum, and 
to regions like the tonsils, nasopharynx, 
larynx, esophagus, etc. How much easier 
and more accurate it is to focus rays of 
light by the use of a reading lens instead 
of withdrawing to a distance and employing- 
the search-light of a steamer. Further-- 








12 


more, perhaps the strongest possible treat- 
ment is afforded by the implantation of 
minute glass spicules containing radium, 
the size of a pin-head, directly into a tumor. 

Dosage.—Dosage in radium therapy is a 











Fig. 2.—The Dessauer electroscope. An excellent and very 
delicate electroscope for measuring the quality and quantity 
of the x-ray bundle. 


complex matter. Each case is an individual 
problem. Shall we implant, use radium 
externally, or combine the two? If we 
implant, how many spicules shall we insert 
and how much radium should each con- 
tain? If we use radium externally, we 
must decide upon the number of portals, 
the distance, the amount and time of ex- 
posure, and the protection necessary. This 
knowledge of dosage is gained only by 
years of persistent effort and following up 
of cases, or by the instruction and help al- 
ways gladly imparted at the larger radium 
hospitals. 

X-ray dosage is just as complex a prob- 
lem. erman scientists have endeavored 
to perfect instruments which will measure 
not the energy going into a tube (indirect 
measurement), but the actual quality and 
quantity of the bundle of x-rays emanating 
from the target (direct measurement). 
Their efforts have produced some very 
excellent instruments which in time may 
be improved upon. The erythema dose can 
be accurately ascertained and the depth 
dosage also closely estimated. Just what 
percentage of the erythema dose to employ 
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in the depths in different types of neo- 
plasms requires further years of study. 

The most practical of the dosage-record- 
ing instruments are: 

(a) Friedrich’s Iontoquantimeter. This 
is a rather clumsy form of electroscope; 
the small horn ionization lying upon the 
patient is connected by a long insulated 
wire to the aluminum-leaved electrometer. 
Allowing for the natural leak of the in- 
strument, the fall of the leaf due to the 
“x-rays may be readily standardized against 
a known erythema dose of radium rays, 
where one or more grammes of radium are 
available for the comparison. The ionto- 
quantimeter is said to be accurate at any 
focal skin distance for any voltage above 
125,000. The great advantage of this small 
instrument is that it can be introduced 
into body cavities and the depth dosage 
actually measured during a treatment. 

Having determined the erythema dose 
with an iontoquantimeter, depth dosage can 
be charted on centimeter-squared paper, 
superimposing this on Dessauer’s excellent 





Fic. 3.—The Seemann spectrograph. The spectrograms 
taken by this machine are spectrums of the z-rays broken 
up into wave-lengths by passage of the beams through a 
rock salt crystal. 
depth-dosage charts, after determining the 
coefficient of absorption of the bundle of 
rays through a water phantom by the Des- 
sauer electroscope. 

(b) The Dessauer Electroscope (Fig. 2) 
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is another very practical instrument of the 
Germans. Quality and quantity of the rays 
can be easily studied with this instrument, 
reading the fall of the leaf when the beam 
of rays is accurately focussed through the 
center of the ionization chamber. 

(c) The Firstenau Intensifier is a Ger- 
man instrument used in determining the 
quantity or intensity of the x-ray bundle, 
but is not of much practical value, as the 
selenium cell “tires” easily and the battery 
needs frequent renewal. 

(d) The Seemann Spectrograph (Fig. 
3), by which actual photographs can be 
obtained of the x-ray bundle broken up by 
refraction of the different wave lengths 
through a rock-salt crystal, is a German 
instrument of marvelous ingenuity. The 
minimum and the effective wave lengths 
can be measured by this means, and hence 
the peak voltage and the effective voltage 
can be calculated, but it does not seem of 
much practical value. Study of the spec- 
trograms produced is of great interest in 
physical research, but for practical dosage 
problems the machine is probably not worth 
the expense. 

In contrast to the German methods, 
which require longer trial, the American 
radiologists still place great dependence on 
the indirect method of measuring peak 
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voltage by the sphere-gap, under conditions. 
set forth by the American Society of Elec- 
trical Engineers. 

Fluctuability of X-ray Apparatus—X- 
ray machines are unstable, and the beams. 
vary in different weather conditions, from 
collection of dust on the high tension wires, 
and from “surges” in the machine. For 
this reason the machine must be frequently 
standardized, by repeated reading of the 
sphere-gap and constant control of the dos- 
age by the Dessauer electroscope and the 
iontoquantimeter. 


CONCLUSIONS. 


Deep «x-ray treatment is a powerful thera- 
peutic agent; its uses and limitations require 
further years of study. We have tried 
to compare it impartially with the work 
of its slightly older sister, radium, as we 
employ both forms of treatment ourselves. 
It is an unwieldy tool for much delicate 
work; it is subject to fluctuation and the 
dosage is hardly past the experimental 
stage. To date it seems the inferior form 
of treatment where a large amount of ra- 
dium is available, but it shows promise of 
benefit where only a small store of radium 
can be used, and it may prove of great 
value in conjunction with topical applica- 
tions of radium. 





Indications for and 


Contraindications to 


Tonsillectomy in Adults* 


BY S. MacCUEN SMITH, M.D. 
Professor of Otology in the Jefferson Medical College of Philadelphia 


Fifteen years ago Jonathan Wright said: 
“The tonsillar function is one of defense 
against infection. Enlargement of 
the tonsil becomes pathologic only when it 
injures the system more by its presence 
than it assists in whatever physiologic acts 
of defense it may perform. Many 
large tonsils exist throughout life without 





*Read before the Philadelphia County Medical Society, 
September 26, 1923. 


danger or inconvenience to the individual. 
. They frequently reach such size that 
they injure the patient’s health in cutting 
off the proper supply of air. The crypts 
are retorts in which the germs are de- 
stroyed or modified so that they live in 
peace with their host, or they are allowed 
to pass through only in such numbers as 
can be dealt with by internal processes 
without the destruction of the host.. 
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The tonsil is a definite organ and in man is 
the most highly developed of all the lymph- 
nodes.”* 


Since this proclamation by Wright, our 
ideas of the usefulness of the tonsil, and 
‘especially its effect on health and disease, 
have materially changed, and yet his state- 
ment is still worthy of serious consider- 
ation. 

When the tonsil acts as a barrier against 
the invasion of microdrganisms, its power 
of resistance equals the normal function of 
a healthy tonsil plus the increased phago- 
cytic action of the hyperleucocytosis in- 
duced by the presence of an invader. Con- 
versely, an infective tonsil acts as a per- 
manent incubator for the propagation and 
rapid multiplication of destructive patho- 
genic microOrganisms. Care should be 
exercised to recognize the former when 
possible and conserve its integrity as a 
definite benefactor. The only considera- 
tion to be accorded the latter is complete 
ablation as the one means at our command 
to completely eradicate a dangerous foe. 
It should not be difficult to determine the 
presence of an infective tonsil, but hasty 
conclusions should give place to careful 
consideration in all instances, especially in 
the absence of definite contributory symp- 
toms. 

It is a delicate matter, on the other hand, 
to establish the status of an apparently 
healthy tonsil in the presence of a symp- 
tomatology showing a focal infection of 
doubtful location. Before the verdict of 
excision is pronounced, all other foci, more 
especially the teeth, must be eliminated. 
Should a tonsil of this type be condemned 
through the process of exclusion, I should 
hesitate to advise removal without some 
reasonably definite evidence of its culpa- 
bility. I have seen both joint and cardiac 
disease unrelieved by excision in these 
cases. 

The following case illustrates not only 
how difficult it is to find the focus of in- 
fection in some cases, but the unwisdom of 
always, when in doubt, locating it in the 


4N. Y. Med. Jour., Aug., Oct., Nov., 1908. 








I was asked to examine a woman 
who had suffered from rheumatism, in- 
cluding great deformities of elbows, wrists, 
knees, and ankles, which caused her to be 
confined either to bed or a wheel-chair 
most of the time. In eliciting the history 
I found that she had had all of her teeth 
extracted, her tonsils removed, a right 
maxillary sinus operation performed, her 
appendix removed, and the gall-bladder 
drained ; and finally a uterine curettage had 
been done, without obtaining the slightest 
relief. Like my colleagues, I was unable 
to find any focus of infection. This case 
shows the mutilation to which some patients 
are subjected, and willingly on their part, 
so long as any possible hope of relief is 
held out. I was told by this patient’s 
friends that there was little or nothing 
pathologic found in the operations which 
she had undergone. 

Granting that certain types of tonsils 
establish a degree of protection against in- 
vading organisms, this protective power 
has its limitations, and when these limita- 
tions are reached the tonsils themselves be- 
come a positive source of danger. It is 
my practice to have both the surfaces and 
crypts of tonsils cultured in all adults, in 
addition to other detailed examinations, to 
determine the wisdom of removal. The 
nature of the pathogenic microorganism 
can thus be determined, which in turn will 
greatly aid in the analysis of the individual 
case. In later years the streptococcus 
hemolyticus and the streptococcus viridans 
have been the prevailing type of infection. 
The pneumococcus and tubercle bacillus 
are not infrequently found. 

There are numerous cases of simple 
hypertrophied tonsils in adults which never 
have given the slightest symptoms, either 
local or general. Tonsils of this type should 
not be disturbed. On the other hand, there 
are many cases in which enlarged tonsils 
have not caused any trouble up to middle 
or even more advanced life, and then have 
become infected and caused various more 
or less serious local or systemic disturb- 
ances. Such should be removed. 


tonsils ! 




















Illustrative of this, a recent case, a 
‘woman, forty-nine years of age, does not 
remember having had a sore throat until 
four months ago, when she suffered from 
acute tonsillitis which lasted about ten days. 
‘Three weeks after this she began to have 
pains in joints, especially elbows, wrists, 
‘and ankles. A week later the knees became 
very painful. The condition continued in 
‘spite of very active general treatment; in 
the meantime the tonsils. recovered so far 
as personal sensation was concerned. All 
other foci having been eliminated and cul- 
‘tures from the tonsillar crypts showing very 
many streptococcus hemolyticus, the at- 
tending and consulting physicians recom- 
mended the removal of the tonsils. This 
‘was done under general anesthesia, with 
practically complete relief from her local 
‘pains at the end of about ten days. 

In the average person who has reached 
mature life and has been fortunate enough 
to escape tonsillectomy, the tonsils, even 
though they have been decidedly large, will 
naturally undergo atrophic changes, many 
times even fibrous in character, which gen- 
erally render the tonsil impervious to in- 
fection. It would seem both unwise and 
unnecessary to remove such tonsils in the 
absence of manifestations, al- 
though I have noted many such cases in 
which tonsillectomy had been advised on 
the assumption that at some future time 
the tonsils would become pathologically in- 
volved. Such anticipation would seem to 
court unnecessary risk. 

It goes without saying that infective ton- 
sils should be removed, even though they 
may be very small and submerged, and this 
in the absence of local or general symp- 
toms. In my experience the small, sub- 
merged tonsil is one of the most deceptive 
types with which we have to deal. 

Tonsils showing on their surfaces cysts 
and recesses frequently enclose in the 
deeper structure whitish-yellow, foul- 
smelling concretions which can be expelled 
by digital compression or even through the 
expulsive force of coughing. This is the 
type of tonsil in which the patient may not 
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complain even of sore throat, and yet it 
is frequently the underlying cause of 
systemic trouble, particularly of the diges- 
tive tract. It is safe to say that the restric- 
tion of a special diet, as well as the use of 
stomach lavage and other measures, would 
be less frequently practiced for the relief 
of gastric disturbance if such tonsils were 
excised. 

It is a well-recognized fact that some 
aural conditions, more particularly of the 
suppurative type, will not recover until the 
offending tonsils are removed. Indeed, this 
should be the preliminary step in the treat- 
ment of certain aural disturbances. The 
same rule holds equally good in the relief 
of impairment of hearing and tinnitus 
aurium in non-suppurative otitic cases. 

There would seem to be no age limit 
within reason which would contraindicate 
the removal of infective tonsils. After all, 
it is a matter of indications which must 
necessarily take into consideration the pros 
and cons of individual cases, finally acting 
for the best interests and safety of the 
patient. 

A case interesting in point of age is that 
of a woman sixty-nine years old, whose 
attending physician, as well as myself, had 
discouraged the removal of tonsils, although 
she suffered from occasional tonsillitis, be- 
cause of her cardiorenal condition, which 
was thought to exclude the possibility of 
tonsillectomy under either general or local 
anesthesia. She consulted several other 
physicians, all of whom advised the removal 
of her tonsils, so she eventually determined 
to have them removed, and this operation 
was performed, after thorough preparation, 
under general anesthesia, without untoward 
effects of any kind, and resulted in her 
recovery from not only the cardiorenal con- 
dition but also from the painful rheumatic 
state which had been present for several 
years. 

Obviously tonsils should not be removed 
when acutely inflamed nor until the inflam- 
mation has subsided, for fear of exciting 
hemorrhage, and for the same reason they 
should not be removed during the men- 
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strual period. In the case of hemophiliacs, 
each case must be judged on its own merits, 
but here operation is usually contraindi- 
cated. 


I am thoroughly of the belief that patho- 
logic tonsils of the malignant type should 
not be dealt with surgically, at least until 
other methods, including radium and per- 
haps «-ray, have been tried. In my experi- 
ence every case of this type in which sur- 
gical intervention has been instituted has 
resulted disastrously. 

The tonsillar condition warrants serious 
consideration in patients who present the 
clinical symptoms or physical signs of a 
heart affection, particularly when associ- 
ated with nerve, muscle or joint involve- 
ment. If there is a history of acute rheu- 
matic fever, chorea, or recurrent attacks of 
tonsillitis, remote or recent, with vague and 
indefinite muscular aches or joint pains, 
including unwonted stiffness on arising and 
early muscular soreness on moderate exer- 
cise, and the cardiac condition will permit, 
the tonsils should be removed rather 
promptly. This is indicated particularly 
when a bacteriologic culture from the deep 
tonsillar crypts shows an almost pure cul- 
ture of those germs which are so fre- 
quently found to invade heart tissue, such 
as the streptococcus viridans and strepto- 
coccus hemolyticus, this especially when the 
control culture from the tonsillar surface 
is comparatively free from such bacteria. 

Contraindications to tonsillectomy in 
heart disease where we would otherwise 
remove diseased tonsils are the presence 
of active cardiovascular syphilis, definite 
cardiorenal disease, acute infections that 
involve the heart, profound blood dys- 
crasias, marked delay in coagulation time 
of blood, physical prostration of the patient, 
and heart muscle fatigue; in advanced 
years, where structural change in the heart 
muscle has probably been established, and 
advanced or rapidly progressing heart 
muscle or heart valve involvement. 

Although I have hesitated to advise the 
removal of tonsils in the case of public 
speakers and singers, there is no doubt that 
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by this procedure both the voice and the 
physical comfort are improved through the 
removal of the source of laryngeal irrita- 
tion incident to the absorption of toxins 
when diseased tonsils are the underlying 
cause of the troublesome subacute laryn- 
gitis from which so many of this class of 
people suffer. 

In the last analysis we are justified in 
asserting that clinically there is little to 
show that excision of the tonsils in selected 
cases causes evil effects; on the other hand, 
the literature is replete with evidence of the 
most beneficial effects. 


CONCLUSIONS. 

Removal of the tonsils does not always 
relieve the condition for which their re- 
moval was indicated—which observation 
suggests that there may be other causes of 
disease than tonsils! Probably in the ma- 
jority of cases pathological tonsils are but 
one of various factors contributing toward 
a general state of disease. 

Tonsils should be carefully examined, 
taking note of color, size, whether sub- 
merged or extending freely beyond the 
margins of the pillars, and whether free 
pus or caseous material may be expressed 
from the crypts by pressure. 

The small tonsil may be the cause of 
more disturbance to health than the large 
one. 

The tonsil which is not acutely inflamed 
but contains free pus, whether that tonsil 
be large or small, is undoubtedly a menace 
to the health of the individual and should 
be removed. 

The presence of caseous material in the 
tonsillar crypts may or may not be the 
cause of general systemic disturbance. Such 
material is usually found in varying amount 
in the tonsils of adults, often in those in- 
dividuals whose health is apparently nor- 
mal. 

Tonsils, large or small, which are sub- 
merged and practically covered by the pil- 
lars are more likely to become the seat of 
chronic infection than are those in which 
the median tonsillar surface is freely ex- 
posed. 

















Unusually large tonsils may, by reason 
of their size alone, interfere to some extent 
with swallowing, breathing, and the produc- 
tion of clear speech. Such tonsils are prop- 
erly removed even though they show no 
particular evidence of infection. 

In the case of the “diphtheria carrier,” 
it has been found that negative cultures 
may usually be obtained within a short time 
following tonsillectomy. 

While removal of the tonsils as a meas- 
ure of relief in cases of cervical adenitis 
is debatable, most writers advocate removal 
of infected tonsils even in cases of tuber- 
cular adenitis. 

In those individuals who are subject to 
repeated attacks of tonsillitis or quinsy, re- 
moval of the tonsils is indicated as a pre- 
ventive measure. 

Such general conditions as rheumatism, 
headache, excessive fatigue, vertigo, etc., 
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may be due in part at least to absorption 
of toxic material from one or more foci of 
infection. The tonsils may be at fault, as 
well as the teeth, the colon, the gall-bladder, 
or the ears. All foci of infection should 
be sought out and reason should dictate 
the line of treatment to be pursued. 


CONTRAINDICATIONS. 


When nothing is observed in the condi- 
tion of the tonsil. which would indicate that 
it is, directly or indirectly, the seat of 
trouble. 

During the progress of any acute infec- 
tion. 

In hemophiliacs or in cases in which pal- 
pation of the tonsil discloses the presence 
of an anomalous artery which might be 
severed during operation. 

In the presence of a positive Wasser- 
mann. 





Novasurol in Cardionephritis with Edema, 
with Report of Cases 


BY DR. SELIAN NEUHOF 


Visiting Physician, Central Neurological Hospital; Consulting Cardiologist, Broad Street Hospital; 
Associate Attending Physician, Lebanon Hospital; Former Clinical Professor of 
Cardiology, Fordham University, New York City 


Novasurol is a German preparation dis- 
pensed in ampoules, each containing 1.2 cc. 
Chemically it is a double salt of oxymercuri- 
chlorphenoxyl sodium acetate and diethyl- 
malonylurate. It is a mercurial preparation 
soluble in water. Its mercurial content is 
about 33 per cent. Novasurol is arsenic 
free. It may be given intramuscularly or 
intravenously. I administered it only intra- 
muscularly, preferably in the gluteal region. 
If that region be edematous, the deltoid 
muscle may be used. A fairly long hypo- 
dermic needle should be employed. 

As early as 1886, Jendrassik' suggested 
the internal use of calomel as a diuretic. 
Since that time there have been sporadic 
references to its use in the literature, with 
occasional surprising results in urine elim- 


ination in cases of massive anasarca. Dur- 
ing the last two or three years novasurol 
has been studied, and reports of its use 
have been made, in the German literature. 
Because of its mercury content the drug is 
employed both as an antiluetic remedy and 
also as a diuretic. I am interested only in 
the latter action of the drug. 

Kollert? found that novasurol had but a 
very slight effect in non-edematous patients. 
It had no effect in the absorption of inflam- 
matory exudates, such as pleurisy with 
effusion. When employed in edematous 
cases he found an increased output of 
sodium chloride with diuresis. The drug 
passes very quickly into the urine. The 
diuretic effect of the drug seems to depend 
upon its mercurial content. In order to 
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study the effect of novasurol as a possible 
kidney poison, he made pathological sec- 
tions of the kidneys of two individuals, 
one of whom had carcinoma of the liver. 
He found no glomerular damage that could 
be traced to the novasurol injections, given 
during life. Haggeney* employed novasu- 
rol in 20 cases of edema, especially of car- 
diorenal origin. His general conclusion is 
that the drug is a powerful diuretic. Mar- 
linger* administered one novasurol injec- 
tion in a case of secondary syphilis. The 
drug was followed by death. This was 
however a pure case of syphilis, without 
cardionephritis or edema.* ‘Schleyer® em- 
ployed the drug in an attempt to differen- 
tiate clinically between cases of congested 
kidneys and those with essential kidney 
damage. Saxl and Heilig® made a careful 
study of the diuretic effects of nova- 
surol in a_ series of cardionephritics. 
They found that sodium chloride and 
water are quickly excreted; that the 
diuretic effect of the drug depends but 
little on the amount of water or sodium 
chloride in the blood; that the drug mobil- 
izes the water and sodium chloride in the 
edematous tissues and organs; and _ that 
atropine and large amounts of salt given 
internally hinder the diuretic action of 
novasurol, The drug was followed by ex- 
cellent results in all their cases and had no 
untoward effect. 

Referring to my own experience, I have 
found novasurol to be a most powerful, in- 
deed at times an astounding, diuretic. Its 
main use seems to be in cases of advanced 
cardionephritis with edema—that is, in 
those with myocarditis, cardiosclerosis, and 
coronary disease, alone or in combination, 
with more or less marked edema of the 
legs and thighs, general anasarca, secondary 
hydrothorax, ascites, secondary bronchitis 
with mucous rales, secondary pulmonary 
congestion and pulmonary edema, engorged 
and swollen liver. In other words, it finds 
its chief indication in edema with general 
succulence and engorgement of the tissues, 





*A careful study of the case shows that novasurol 
could not in any way be accountable for this death. 


serous cavities, and organs—liver, lungs, 
bronchi, brain, etc. I have found novasurol 
especially useful, at times in fact life-sav- 
ing, when the usual well-known methods 
of therapeusis—thorough digitalization and 
diuretics over long or short periods—have 
utterly failed. This fact is particularly 
well illustrated in cases 1 and 2. The ac- 
tion of novasurol usually becomes evident 
within twenty-four hours after the injec- 
tion. There is often a tremendous increase 
in urinary output (see charts), edema be- 
comes less, the liver less engorged, pulmo- 
nary and bronchial congestion becomes 
less marked and obvious, dyspnea de- 
creases, the patients breathe more comfort- 
ably, semistupor from cerebral edema 
diminishes. 

There are two contraindications to the 
use of novasurol—acute (not secondary) 
glomerulonephritis, and enteritis. There 
are two effects against which the patients 
should be warned and the physician pre- 
pared. Novasurol occasionally produces 
severe stomatitis and gingivitis, and an an- 
noying colic, alone or with diarrhea. It is 
therefore necessary to have patients take 
good care of their teeth and gums during 
the period of the drug administration. For 
the colic and diarrhea, as well as for the 
stomatitis, ordinary remedies are sufficient. 
I have not found that either of these occa- 
sional disagreeable after-effects is of suffi- 
cient importance to contraindicate the use 
of the drug. During the time of novasurol 
treatment, and for a few days thereafter, 
food is preferably limited to the Karrel 
diet with a daily intake of 1000 cc. 


CASE REPORTS. 


Case r (see Chart I).—Mr. L. S., aged 
fifty-seven, was first examined March, 
1919. His history states that he had a 
trace of sugar in his urine sixteen years 
ago, was always of excitable temperament, 
very active, and very much worried about 
business affairs. He had had influenza 


some time previously; this upset him very 
much and made him “nervous” for some 
For several weeks prior to the first 


time. 
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examination he complained of abdominal 
distention, belching, and constipation. In 
one of these gastric spells he suddenly 
developed a very sharp pain in the left 
upper precordium. Since that time he had 
had rather frequent attacks of precordial 
pain, especially when excited or when walk- 
ing in the cold air. When indoors he could 
walk well without discomfort. He has not 
lost any weight. Sugar has reappeared in 
the urine during the last two weeks. He 
has never had any hypertension. He 
smokes but little. 

Examination: Blood-pressure 120-100. 
Arteries are not thickened. Teeth are poor 
but not abscessed. Throat, thyroid and 
lungs normal. Heart—except for slight 
accentuation of the first sound at the apex, 
the sounds are normal. There is no pain 
on precordial pressure. The abdomen pre- 
sents nothing abnormal. There is no 
edema of the legs. The orthodiascopic 
tracing showed a somewhat widened aorta, 
and a left ventricle somewhat broader than 
normal for his type of physique. The 
electrocardiogram showed nothing of note. 


The diagnosis then made was coronary 
disease (?) and myocarditis. 

The patient was given atropine sulphate 
and an antacid powder. His diet was regu- 
lated. His business activities were consid- 
erably decreased. The patient was not 
seen again until 1923. The intervening 
history as given by his physician was that 
the patient had felt fairly comfortable, that 
he was partly able to attend to his business, 
and that he complained but little of pre- 
cordial discomfort or dyspnea. For the 
last month or two however there began a 
rather sudden change in the clinical pic- 
ture. The patient complained of marked 
dyspnea. There were no precordial pains. 
He developed a massive edema of the legs 
and massive ascites. The heart-rate varied 
from 50 to 60. The patient has been 
given thorough digitalization and had been 
treated by diuretics (theocin, theobromine 
sodium salicylate) and Karrel diet accord- 
ing to approved methods for several weeks. 
These procedures and therapeutics had 
absolutely no effect upon his status. 

When I saw the patient the systolic 





Cuart I.—Case 1, Mr. 8S. Crossed line = output. Other line = intake. 
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blood-pressure was 120, the diastolic 90. 
The heart sounds were distant. There was 
no clinical evidence of a pericardial effu- 
sion. There was marked ascites and edema 
of the legs. There was massive right- 
sided hydrothorax. The patient was dys- 
pneic and cyanotic. His facies was suf- 
fused. The patient was slightly stuporous. 
He was sitting up in a chair, and in fact 
had not been able to be in bed for several 
weeks. He passed very little urine, per- 
haps 12 to 15 ounces daily. The urine 
showed no abnormal elements at any time. 
The diagnosis was myocarditis and coro- 
nary disease with secondary myocardial 
insufficiency and consequent general ana- 
sarca, dyspnea, cyanosis, etc. Since the 
urine never showed either albumin or 
casts, the kidney function was regarded as 
being to a great extent mechanically 
blocked by the massive accumulation of 
fluid in the skin and peritoneal cavity. One 
ampoule of novasurol was injected intra- 
muscularly every three days with astound- 
ing results upon the urinary output and the 
clinical status (see Chart 1). Altogether 
he was given three novasurol injections at 
that time. The patient’s condition rapidly 
improved, the edema of the legs became 
very much less, the hydrothorax dimin- 
ished, but the ascites still remained massive. 
The urinary output then began to diminish. 
An abdominal puncture was advised; 5000 
cc of straw-colored fluid was evacuated. 
On the evening of the paracentesis the 
physician reported that the patient became 
apathetic and very cyanotic; this I at- 
tributed to the sudden loss of fluid. Atro- 
pine and strychnine were advised. The 
patient slowly recuperated within the next 
twenty-four hours. 

The patient then remained in fair com- 
fort for about six weeks. At that time 
there again began gradual diminution of 
the urinary output as compared with the 
fluid intake. The patient became apathetic. 
There were mucous rales at the bases of 
both lungs. The heart was regular, the 
rate 56 per minute. Observation of the 
jugular pulse showed there was no heart 


block. The heart sounds were very vigor- 
ous. It was suggested that the apathetic 
state was probably due to cerebral edema 
as part of a generalized edema in the deeper 
tissues. He was again given three nova- 
surol injections, three days apart, again 
with excellent results upon the urinary out- 
put (see Chart I). From that time on the 
physician reported a steady improvement ; 
the patient was able to walk about and felt 
fairly comfortable. The physician was 
advised to continue the novasurol injections 
at weekly intervals for some time. 

Résumé: The physical signs and symp- 
toms of a very severe case of coronary 
disease and myocarditis with massive gen- 
eral anasarca is described. The patient 
appeared to be in extremis. Digitalis and 
diuretics had no effect upon the urinary 
output. Novasurol injections caused aston- 
ishing diuresis with secondary salutary 
effects upon the general circulation. Ede- 
mas cleared up. Later paracentesis for 
the ascites became necessary. There was 
general improvement for several weeks, 
when the patient relapsed toward his orig- 
inal condition. Three novasurol injections 
excellent result. At the 
present time the patient is comfortable, is 
able to go about, and suffers but little from 
cardiac discomfort. 

Case 2 (Chart II).—Mrs. P., aged fifty- 
two, was first seen by me in May, 1922. 
The history then obtained was that the 
patient had suffered from “weak heart” 
for some years. Actual cardiac symptoms 
began about three years ago. Since then 
there has been gradually increasing decom- 
pensation. She had ah intercurrent attack 
of pneumonia. For several months there 
was increasing edema and general anasarca. 
The heart had been irregular for some 
time. 

Examination: There were the usual 
clinical signs of auricular fibrillation—both 
pulse and heart action absolutely irregular 
in force and rhythm. Most of the effec- 
tive beats showed a blood-pressure around 
160. The heart was enlarged to the left. 
There was a loud systolic murmur at the 


again had an 
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apex and an accentuated second sound at 
the right base. There was also evidence of 
dry pericarditis. The liver was very much 
enlarged, probably due to secondary con- 
gestion. There was left-sided hydrothorax, 
and pulmonary congestion of the base of 
the right lung. There was massive edema 
of both legs. The diagnosis was cardio- 
sclerosis, coronary disease, left ventricular 
hypertrophy. The patient was very cya- 
notic and orthopneic, despite thorough digi- 
talization for several weeks and the fre- 
quent and continued administration of 
various types of diuretics. Her family 
physician was advised to draw fluid from 
the left chest and to puncture the legs, 
first one, and then several days later the 
other. These procedures resulted in tem- 
porary improvement for about a_ week. 
Thereafter the patient relapsed into her 
original condition. 

She finally entered the hospital several 
months later. Her condition was pitiable— 
she was always uncomfortable, dyspneic, 
cyanotic, edematous, with no reaction to 
the various well-known methods of cardiac 
stimulation and diuresis. Paracentesis of 
the chest gave her some temporary relief. 
The urine at various times showed heavy 
traces of albumin, but no casts. Various 
blood counts were practically normal. 
Blood chemistry was also normal. The 
phenolphthalein output at one time was 
9 per cent for two hours. The blood- 
pressure at various times showed hyper- 
tension of the effective beats. Prior to the 
novasurol injections the urinary output was 
always considerably diminished as com- 
pared with the fluid intake. 

Her condition seemed hopeless. The 
patient was given novasurol, with excellent 
results not only on the edema and urinary 
output (see Chart II), but also on the 
patient’s symptoms and general circulatory 
status. At present while the patient is still 
an invalid and is unable to walk about, she 
is fairly comfortable, has very little dys- 
pnea, practically no edema, very little cough 
or cyanosis, and only occasional submucous 
rales at both bases. A left-sided para- 


centesis for the hydrothorax was done once 
after the novasurol injections. Apparently 
this local transudate did not react suffi- 
ciently to the novasurol injections. The 


liver, while still enlarged, has decreased 
considerably in size. 
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Résumé: A patient with cardiosclerosis, 
coronary disease and left ventricular hyper- 
trophy is described. The patient for 
months seemed in a hopeless condition until 
novasurol injections were used. The pa- 
tient then showed considerable and steady 
improvement, so that at present she is 
fairly comfortable. The cardiac pathology 
is of course the same, but the heart is very 
much better able to “carry on” with the 
removal of the tremendous handicap of 
massive edema and transudates in various 
parts of the body. 

Case 3 (Chart III).—Mr. W., aged sixty, 
gives a history of cough and shortness of 
breath for a number of years. He had 
never had any real attacks of bronchial 
asthma. During the last year there had 


90 
80 
700 


Cuart III —Case 8, Mr. W. Crossed line = 
output. Other line = intake. 





urinary 


been increasing dyspena and cough, and 
inability to sleep well at nights. When the 
patient first presented himself about a year 
ago there were typical signs of emphysema. 
The heart sounds at the apex were some- 
what distant; they were otherwise normal. 
There were occasional extrasystoles; elec- 
trocardiograms showed these to be ventri- 
cular in origin. X-ray showed a moderate- 
ly enlarged left ventricle. The liver was 
somewhat enlarged. There was no edema 
of the legs. The urine was normal. The 
patient was somewhat cyanotic. The blood- 
pressure was normal. The diagnosis was 
chronic emphysema, myocarditis, and de- 
compensation. 

At intervals for several months the 


patient was put upon digitalis, theobromine 
sodium salicylate, Karrel diet, and various 
antispasmodic cough mixtures. These had 
only a very slight or indifferent effect upon 
the cardiovascular or clinical status. The 
dyspnea continued, so that in cold weather 
he was scarcely able to walk in the open 
air. I lost sight of the patient for several 
months. He again consulted me in May, 
1923. His condition was worse than at any 
previous time. The cyanosis was more 
marked, the extrasystoles more frequent, 
there were many subcrepitant rales over 
the entire chest; there was no sibilant 
breathing. The lower border of the liver 
was on a level with the umbilicus; it was 
globular, smooth, and somewhat tender to 
pressure. There was moderate edema of 
the legs. Instead of again starting with 
the digitalis and diuretics the patient was 
given one injection of novasurol intramus- 
cularly and put upon a Karrel diet (see 
Chart III). There was immediate response 
in the urinary output, and within twenty- 
four hours there was decided clinical and 
general improvement. The liver became 
smaller, the edema of the legs entirely 
disappeared, the rales in the chest were 
scarcely discernible, the extrasystoles di- 
minished in frequency, the patient breathed 
very comfortably and had excellent nights. 
Within a few days he had lost 9 pounds 
in weight, a loss which can be attributed 
not only to the clearing up of the dependent 
edema, but also to the loss of fluid and of 
succulence in the engorged liver and the 
congested bronchial tree. After a week 
the patient was again digitalized, and given 
moderate doses of theocin (grs. 2, three 
times a day for three days). It is my plan 
to keep the patient under moderate effects 
of digitalis and theocin, and about once a 
month to give the patient one novasurol 
injection. 

Résumé: A case of myocarditis, em- 
physema and decompensation is described 
that did not respond to digitalis and 
diuretics. Practically all the serious symp- 
toms and signs cleared up with one nova- 
surol injection. 
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Case 4.—Mrs. A. L., aged fifty-six, had 
seven children; was first seen in April, 
1922. Menopause began seven years ago: 
at that time there was dizziness, hyperten- 
sion, and flushes. Blood-pressure at that 
time was around 200. Urine contained a 
trace of albumin and few casts; the other 
constituents were normal. Five years ago 
following the death of her son the first 
cardiac symptoms began: moderate tachy- 
cardia, shortness of breath, precordial 
pains, mild hemoptysis. Since then dys- 
pnea has become more marked. On exam- 
ination the systolic blood-pressure was 200, 
the diastolic 100. Over the right base there 
was a slightly roughened first and an 
accentuated second sound. At the apex 
there was a reduplicated first sound. There 
was hyperactivity of the whole heart. The 
teeth were poor. The thyroid was normal. 
There was very slight edema of the legs. 
There was slight sensitiveness over the gall- 
bladder. The phenolphthalein output in 
two hours was 15 per cent. The +-ray 
showed a moderately dilated aorta and 
moderate left ventricular hypertrophy. The 
diagnosis was hypertension, cardiosclerosis, 
and left ventricular hypertrophy. 

The patient was first digitalized and then 
given theobromine sodium salicylate and 
Karrel diet. A cough mixture was also 
prescibed. For several months the patient 
did fairly well, her breathing was at times 
more comfortable, the hypertension became 
less. She had however several intercurrent 
attacks of pulmonary edema, and one at- 
tack of uremia which required phlebotomy. 
Her appetite began to fail, she lost con- 
siderable weight, and finally, during the 
last month, dyspnea became almost con- 
stant ; massive edema of the legs developed. 
All these signs and symptoms occurred 
during the time that the patient was still 
under digitalis and theocin therapy, with 
sufficient morphine to make her breathing 
and nights more comfortable. 

Two weeks ago she was admitted to the 
hospital. She was then given three nova- 
. surol injections. These injections, as in the 
other cases, were followed by gratifying 


effects. The edema of the legs cleared up, 
but more slowly than in the other cases. 
The breathing for a while became more 
comfortable. During the last few days 
however the patient complained consider- 
ably of dyspnea and epigastric discomfort. 


_ There is now a loud systolic murmur at the 


apex, presumably due to beginning cardiac 
dilatation. The edema of the legs has not 
recurred. She improved on digitalis. 

Résumé: A case is described of hyper- 
tension and cardiosclerosis with increasing 
dyspnea for a long period. No reaction to 
ordinary remedies. Orthopnea and edema 
of the legs in the last month. After nova- 
surol, edema disappeared, and symptoms 
were temporarily relieved. Finally there 
was beginning cardiac dilatation, but no 
recurrence of the edema. 

Case 5.—Mrs. K., aged fifty-eight; ad- 
mitted to the hospital January 28, 1923, 
and died 1st of March, 1923. The patient 
states that she has had diabetes for twenty 
years. In the last four months she has had 
frequent precordial discomfort and pains, 
edema of both lower extremities, and has 
become dyspneic. Examination revealed 
a systolic blood-pressure of 182 and dia- 
stolic 90 on the day of admission. Mod- 
erate hypertension was present throughout 
her entire illness.. There was right-sided 
hydrothorax, the liver was palpable three 
fingers below the costal margin. There 
was marked edema of the lower extremi- 
ties. The urine showed a heavy trace of 
albumin, no casts, no sugar. The blood 
chemistry was normal; the blood picture 
was normal. Phenolphthalein output in two 
hours was 9 per cent. The heart rhythm 
was normal. Except for an accentuated 
second sound over the right base, the heart 
sounds were normal. There were occa- 
sional signs of dry superficial pericarditis, 
particularly when the patient complained 
of especially severe precordial attacks. The 
pericarditis was attributed to coronary 
embolism or thrombosis, with infarction of 
areas of the ventricular musculature. 

The diagnosis made was cardiosclerosis, 
coronary disease, and decompensation. 
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The patient was digitalized and given theo- 
bromin, but without effect upon her condi- 
tion or edema. There was no increase in 
the urinary output as compared with the 
fluid intake. On the 16th, the 21st and 
26th of February she was given one 
ampoule of novasurol intramuscularly. The 
edema of the legs slowly disappeared, the 
patient became more comfortable, had less 
precordial pains, and was able to breathe 
very much better. The novasurol injec- 
tions were accompanied by an annoying 
diarrhea which made her _ temporarily 
incontinent, so that it was impossible to 
measure the urinary output on these days. 
Several days after the last novasurol 
injection, while the patient was still show- 
ing general improvement, she was taken 
with sudden severe pain in the chest and 
died of pulmonary edema within a few 
hours. The cause of death was attributed 
to coronary infarct. 

Résumé: A patient with hypertension, 
cardiosclerosis and coronary disease en- 
tered the hospital with a history of decom- 
pensation for several months. No improve- 
ment by the usual methods. Decided im- 
provement with novasurol. Death later 
from coronary infarct. 

Case 6.—Mrs. R. L., aged seventy-four, 
always felt well until about a year ago. 
She then complained of occasional pains in 
the left chest. Several months prior to my 
first examination she began with severe 
precordial pains radiating into the left arm 
and back. Since then she has become dys- 
pneic, has dry cough, poor appetite, and 
uncomfortable nights because of shortness 
of breath. She also began to develop 
edema of the legs. Examination revealed 
a slightly roughened aortic first sound; 
the second sound was normal. There was 
moderate left ventricular hypertrophy. 
There were no murmurs over the mitral 
area. There were scattered mucous rales 
over both bases posteriorly. There was 
moderate hypertension. The diagnosis 
was coronary disease and cardiosclerosis 
with decompensation. The rhythm at first 
was normal. After several weeks she de- 


veloped auricular fibrillation. The patient 
was digitalized and at intervals was given 
codeine, theobromin, and theocin. These 
in general had a good effect for several 
months, although the course of the disease 
was occasionally interfered with by severe 
attacks of precordial pains and by increas- 
ing edema of the legs. Finally the depen- 
dent edema became fairly massive. The 
patient was given one novasurol injection. 
This was followed by exceedingly severe 
abdominal colic with very little diarrhea. 
It had however a satisfactory effect upon 
the edema of the legs, which entirely 
cleared up within two or three days. Since 
the patient was at home it was impossible 
to measure the urinary output. Several 
weeks after the novasurol injection the 
patient developed coronary infarct with 
pulmonary edema and died within a few 
days. 

A case of cardiosclerosis and 
coronary disease with increasing edema is 
described. No effect on the edema from 
the ordinary remedies. One novasurol in- 
jection relieved the edema and to some 
extent the dyspnea. Death later from 
coronary infarct. 

Case 7—Miss R., aged twenty, has a 
mitral regurgitant lesion, with a tempera- 
ture from 101° to 103° of several weeks’ 
duration. The blood-pressure and urine 
are normal. One blood culture was nega- 
tive. There are no petechie. The heart 
action is regular and rapid (between 110 
and 130). She has not reacted to the usual 
antirheumatic remedies nor to salicylate of 
soda given several times intravenously. 
Finally definite symptoms of decompensa- 
tion began—dyspnea, edema of the legs, 
moderate ascites, and edema of the back. 
The edema did not react to thorough digi- 
talization or to diuretics, or Karrel diet. 
Novasurol (one injection) was therefore 
tried to see whether it would help in clear- 
ing up the edema. It had no effect upon 


Résumé: 


the urinary output or upon the edema. It 

was however not followed by any untoward 

results. ? : 
Résumé: Mitral regurgitation of rheu- 
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matic origin, probably bacterial in nature. 
Finally decompensation. No results from 
the ordinary remedies nor from novasurol. 

Case 8—Mrs. M. L., aged thirty-three, 
first seen in April, 1923, gives a definite 
rheumatic history. Examination shows 
normal blood-pressure. At one time the 
urine showed albumin and casts. Lungs 
show a few rales at bases. There is a loud 
rough systolic murmur over the mitral as 
well as over the aortic area. 
enlarged. 
sure. 


Liver is 
Epigastrium is tender to pres- 
There are no petechie. There is 
no fever. The diagnosis was rheumatic 
(possibly bacterial), endocarditis affecting 
the mitral and aortic valves. There was 
no response to digitalis or theocin. The 
patient was again seen one week later. The 
murmurs were louder, there was decided 
anuria, the urine then showed neither albu- 
min nor casts. The temperature ranged 
around 101°. There were mucous rales at 
both bases. The patient vomited very fre- 
quently. She was given one novasurol 
injection. This was followed by diuresis. 
The next day the intake was 8 ounces, the 
output 25 ounces. 
monary edema. 


There was less pul- 
The patient however con- 
tinued on her downward course, dyspnea 
became more marked, and when last seen 
the patient was in extremis and died the 
same day. 

Résumé: Mitral and aortic rheumatic 
(bacterial?) endocarditis with increasing 
myocardial insufficiency, small urinary out- 
put, and increasing edema of the legs. No 
results from ordinary medication. In- 
creased diuresis from one novasurol injec- 
tion. Death from heart failure (cardiac 
dilatation ?). 

COMMENT. 

Although this series of cases is small it 
illustrates well the excellent diuretic effect 
of novasurol injections, especially in cases 
that seem hopelessly waterlogged and have 
not reacted to most intensive digitalis or 
other circulatory and diuretic remedies. 
They are individuals who are often in a 
pitiable plight, have almost constant orthop- 
nea, who are frequently stuporous. Some 


of these patients have obtained a new lease 
of life by the tremendous salutary diuresis 
caused by the novasurol injections. The 
existent cardiac and cardiorenal pathology 
is of course not changed by the use of the 
drug. The drug is, however, of tremendous 
advantage in mobilizing and draining the 
excess water and sodium chloride out of the 
edematous and engorged tissues, organs, 
and serous cavities. The result is that the 
heart, although perhaps tremendously crip- 
pled by its pathology, does not have to work 
under an unnatural and tremendous handi- 
cap and disadvantage in attempting to 
pump blood through a mechanically blocked 
circulatory circuit, a veritable vicious cycle. 
Relieved of its overload by diuresis, cardiac 
strain is correspondingly relieved, and the 
diseased heart can attempt its function 
under more normal circulatory conditions. 
The further pathological course of the car- 
diac and cardiorenal disease remains in- 
deed unchecked by novasurol; this is 
shown by the ordinary type of death in 
some of the cases here reported. In others, 
however, apparently entirely dependent 
upon the existent cardiac pathology and its 
more or less benignant course, the patients 
remain more comfortable, take up some of 
their usual interests in life, and are some- 
times saved a pitiable existence. In those 
instances in which the accumulated fluid 
in the peritoneal or pleural sacs is not 
sufficiently cleared up by the novasurol 
injections, puncture or aspiration may be- 
come necessary later. 

Although novasurol does no harm, it 
seems appropriate to first proceed with 
digitalis and diuretics in those with cardio- 
nephritis with edema, for as is known these 
remedies are often followed by extremely 
gratifying and excellent results. Where 
these remedies have failed, however, or in 
those extreme cases in which a rapid diu- 
retic effect is obligatory, novasurol injections 
are definitely indicated. The frequency of 
its administration depends upon the type 
of case. When edema is massive and the 
patient cyanotic, injections may be given 
daily for two or three days, for the drug 
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is quickly excreted and its maximum diu- 
retic effect usually passes off in twenty-four 
hours. When the edema is moderate and 
the indication is not so urgent, the injec- 
tions may be given every two or three days. 
Usually three injections are sufficient, even 
in severe cases. The advisability of later 
injections should be judged by the course 
of the case. With recurrence of edemas 
or engorgements, it seems advisable to 
again have recourse to the drug. In addi- 
tion, it is of course necessary to still con- 
tinue digitalis where indicated. 

I believe that novasurol in appropriate 
cases marks a distinct advance in the treat- 


ment of certain types of cardiorenal and 
cardiac disease with edema. 
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President of the Massachusetts Therapeutic Massage Association, Boston, Mass. 


Harvey, in 1650, narrated the case of “a 
man who, in consequence of an injury or 
an affront which he could not revenge, 
was so overcome with hatred, spite, and 
passion that he fell into a strange disorder, 
suffering from extreme compressions and 
pain in the heart and breast, from which he 
received some little relief only when at last 
the whole of his chest was pummeled by a 
strong man as the baker kneads dough.” 

Physical or external therapeutics, in con- 
tradistinction to medical or internal reme- 
dies, have come much into favor in the 
treatment of disease of the heart in the 
past few years. These are massage, re- 
sistive movements, saline baths, and moun- 
tain climbing. Of these, massage is the 
most generally applicable. It can be used 
in cases so weak as to preclude the possi- 
bility of applying any of the others. In 
almost every conceivable form of weak 
and diseased heart I have been called upon 
to do massage, and usually with marked 
relief and comfort, before Schott or Oertel 


were ever heard of. While it was being 
done, and for some time after, the patients 
have generally been able to lie on either 
side or flat on the back, and often go to 
sleep in this position, what they could not 
have done before. In other cases, where it 
was impossible for them to lie down at all, 
I have masséed with relief until within a 
short time of their death. 

Massage of the chest, over the region of 
the heart, has a powerfully tonic and seda- 
tive effect on this organ, as either physi- 
cians or patients can prove by observing 
its effects in their own persons by means 
of Bowls’s excellent stethoscope. Even a 
well but lazy heart will be found to beat 
much better and with a clearer accentuation 
after a few minutes of massage, reminding 
one very much of the effect of using the 
bellows on a fire that burns slowly. This is 
most marked in the flabby neurasthenics. 

The enthusiasm of Professor Oertel over 
massage of the heart may have gone a lit- 
tle too far, but perhaps this may have been 
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necessary in order to wake up the profes- 
sion to its great value. In his latest work 
on this subject he considered that massage 
acts upon the heart the same way that it 
does upon the muscles of the extremities. 
In order to do this the chest wall would 
have to be removed, so that the heart 
might be grasped and directly masséed, a 
procedure that would hardly be justifiable 
in the human being, except in extreme 
cases. While the patient stands, he advises 
. that gliding pressure should be made upon 
the chest walls downward and inward, the 
benefits of which, he states, “are not only 
referable to its influence in perfecting ex- 
piration, but also to the direct pressure upon 
the heart, influencing its nutrition precisely 
as massage benefits the muscles of the 
extremities.” 

The patient would have to be pretty well 
to stand while this was being done. The 
influence of massage over the heart is in- 
disputable, but evidently it must be more 
indirect and sympathetic than direct. Oer- 
tel very properly considers this treatment 
indicated: ‘“(1) When the heart muscle is 
weak from deficient nutrition, anemia, or 
corpulence. (2) When the arterial system 
is imperfectly filled, and there is passive 
congestion as a result of insufficiency of 
the myocardium. (3) When there are 
valvular lesions or obstructions to the cir- 
culation, the pressure of tumors, or con- 
striction of the pulmonary orifice, emphy- 
sema, or curvature of the spine. (4) As 
an accompaniment of treatment of the 
heart by mountain climbing. It is contra- 
indicated in acute or recurring endocardi- 
tis or pericarditis, in acute and subacute 
myocarditis, the result of sclerosis of the 
coronary arteries, and in general arterio- 
sclerosis.” 

I have never seen a case of arteriosclero- 
sis that was harmed in any way by massage, 
nor have I met any one who has. Such a 
statement is made on purely theoretical 
grounds. I have had some that were 
benefited. 

General massage, carefully administered, 
is of great aid to the peripheral circulation, 


lessens the work of the heart, tranquilizes 
the nervous system, and induces sleep in 
the worst kind of heart disease; and mas- 
sage of the abdomen often works well as a 
diuretic and to relieve the stasis of the 
mesenteric veins and all the other abdom- 
inal veins. 

Next to massage, in its universality of 
application, and under circumstances in 
which patients have been too weak to 
undergo saline baths or mountain climbing, 
come resisted movements, These, combined 
with the saline, sparkling waters of Nau- 
heim, were first brought prominently to 
notice by the Drs. Schott, who up to 1891 
had treated in this way 2700 cases of 
cardiac disease, mostly with great benefit 
or recovery. Each resisted movement of 
extremity or trunk is slowly and completely 
executed, followed by a pause, after which 
the opposing movement alternates in the 
same way, while the physician or person 
who makes the resistance is ever watchful 
to avoid anything like fatigue, difficulty of 
respiration, or increased disturbance of 
heart; and should such arise, a longer pause 
is given. Some of the advocates of this 
method state that no movement is to be 
repeated twice in succession to the same 
limb or group of muscles, but I have yet to 
learn that Schott himself is so absolute in 
his directions. 

The immediate effect of the bath is not 
quite so marked as after the exercises, but 
it lasts longer, while the exercises can be 
used repeatedly on the same day and with- 
out regard to place. In illustration of this, 
the resistive movements were given to a 
boy who was weak and anemic. Percus- 
sion showed dilatation of the heart. Two 
skiagraphs were taken, one before, the 
other fifteen minutes after, a quarter of an 
hour of exercises of moderate resistance. 
It was evident that the heart had contracted 
strongly on both sides, and that it had 
changed from the shape of an orange to 
that of a lemon, and was one-half inch 
smaller by measurement. For the sake of 
comparison, and in order to ascertain the 
effect of the Nauheim effervescent baths 
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alone, Dr. Schott had a somewhat similar 
case, a girl of fourteen years, carried to the 
bath, and after this back to the table. It was 
found as a result of the bath that the heart 
had contracted about one centimeter (less 
than half an inch) in its horizontal diam- 
eter. This is getting matters down pretty 
fine. 

It has also been shown by Dr. Schott, to 
the satisfaction of impartial observers, that 
wrestling until the breathing becomes short 
or excessive, and bicycling, produced dilata- 
tion of the heart and weakened it, from 
which he has deduced the axiom, “Sys- 
tematic exercises strengthen the heart, un- 
systematic exercises weaken it.” 

Dr. W. Bezly Thorne of London, who 
has witnessed the effects of systematic re- 
sisted movements in many cases, says of 
them: “The results are such as would 
scarcely be believd by any but an eye- 
witness. It is by no means uncommon in 
cases of dilatation to see within one hour 
the oblique, long diameter of the heart’s 
area of dulness diminished by from three- 
quarters of an inch to an inch and a quar- 
ter; and, perhaps more surprising still, to 
observe a diminution by as many as two 
inches in vertical measurement of a liver 
which at first extended to the umbilical 
level, and to hear the patient, at the con- 
clusion of what cannot be considered an 
ordeal, volunteer the statement that a load 
had been removed from the precordia, that 
he breathes easier and more deeply, and 
experiences a sense of general relief.” 

When such good results can be obtained 
from massage or resistive movements alone, 
it would seem almost superfluous to burden 
patients with baths other than what may 
be necessary for cleanliness. Indeed, the 
advocates of the mineralized baths are not 
very clear in their ideas as to when the 
one or the other should be used, or when 
they should be alternated or combined, so 
that these problems must be left to the dis- 
cretion of the attending physician, who 
will be guided by the effects upon the pa- 
tients. Dilatation of the arterioles and 
reduction of high arterial pressure may be 


obtained by slow, deep kneading of the 
muscles of the system at large; while, on 
the other hand, increase of the strength of 
the systole may be brought about by gentle 
resistive movements of the limbs and by 
friction or stroking of the limbs and body 
toward the heart. 

The waters of Nauheim consist largely 
of a solution of chloride of sodium and 
chloride of calcium with an abundance of 
carbonic acid gas, and are of varying de- 
grees of strength. Similar combinations 
are for sale at the drug stores, which can 
be dissolved in one’s own bath tub; but em- 
ployed in this way the results are not so 
favorable as they are at Nauheim, where 
pleasant scenery, bracing atmosphere, and 
absence from the cares of home all con- 
tribute beneficial influences. The duration 
of the bath at first should not exceed ten 
minutes, and the temperature of the water 
should be about 92° or 93° F. At the com- 
mencement the bath should be omitted 
every other day, then every third day, next 
every fourth day. Later, the baths are 
given oftener and longer, their mineral 
ingredients are stronger, and the tempera- 
ture is cooler, down to 88° or 85° F. 
Though the immediate effect of these 
sparkling waters conveys the impression 
of a bath in champagne and induces a 
sense of exhilaration, yet the first few baths 
are apt to be associated with a sense of 
oppression at the precordia, and the patients 
breathe more slowly and deeply for a few 
minutes. Respiration then becomes easy 
and continues slower. When infiltration 
or deposit has occurred in accessible places, 
careful massage succeeds the bath. Some- 
times the resisted movements are used to 
prepare patients for the baths, and they 
should be continued sufficiently long after 
until the patients can climb mountains. 
After the completion of the bath and exer- 
cise treatment, Dr. Schott’ says he has seen 
patients make extensive tours through the 
Alps, and even climb Mont Blanc and 
Monte Rosa without any difficulty. Noth- 
ing is said about the duration of the treat- 
ment. It must vary greatly to suit different 
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cases, and be limited or extended by the 
convenience of the patient. 

It is certain that but few American pa- 
tients who are well enough to go to Nau- 
heim would be willing to submit to this 
treatment at home for a sufficient length 
of time to do any good at all. 

Respiratory exercises are often of great 
value, even when not enforced by the ex- 
hilarating exercise of mountain climbing. 
John Hunter, in the graphic sketch of his 
own case, stated his belief that he had often 
prevented himself from dying by deep 
breathing. Deep respiration alleviates the 
suffering of many cases characterized by 
extreme arterial pressure as well as those 
attended by cyanosis. It probably acts by 
unloading the right cavities of the heart 
and by relieving pressure from the aorta 
(Gibson). 

It is emphatically declared that gymnas- 
tics or physical exercises by means of 
mechanical appliances should form no part 
of the system of resisted movements, and 
they are even opposed to it as harmful. 
Nonsense! They ought to be helpful when 
improvement has sufficiently progressed, 
especially exercises with elastic cords, as 
their use gives alternate resisted move- 
ments each way. 

Possibly the advocates of the saline bath 
in disease of the heart have not taken suf- 


ficient account of the fact that when a body ° 


floats in water it is buoyed up by an elastic 
resistance equal to its own weight, and this 
presses the venous blood and lymph back 
to the heart from the parts that are sub- 
merged. This is massage by hydraulic 
pressure of the immersed portions of the 
body. 
According to Fleischi, the shock of the 
blood sent into the capillaries at each car- 
diac systole has a mechanical action in aid- 
ing the chemical processes of tissue change 
in somewhat the same way, though to a 
less extent, as a blow upon a percussion 
cap. If a heart is too feeble or the resist- 
ance in the vessels too great to allow the 
blood entering the aorta at each systole to 
give a distinct forcible impulse to the blood 


present in the arteries, the chemical changes 
in the tissues will be sluggish and imper- 
fect. It is therefore of the utmost im- 
portance in the treatment of disease to 
maintain the action of the heart and to 
stimulate it when flagging (T. Lauder 
Brunton). 

Dr. Douglas Powell* helps to define more 
clearly the use of massage and exercise. 
He tells us that massage is a means of 
helping on the convalescent stage of acute 
heart disease and of combating the tendency 
to stagnant circulation in those who are 
disabled by chronic heart disease. The 
treatment, he thinks, is still more useful in 
maintaining the circulation and mildly 
stimulating the coronary circulation in 
those who are bedridden, and, on that ac- 
count, suffer from impairment of heart 
nutrition and chilly extremities, feeble 
pulse, torpid digestion, and passive conges- 
tion of the lungs. The treatment is not ad- 
visable in acute affections of the heart. 

The effects of the Schott or Nauheim ex- 
ercises are a stimulation of the heart’s ac- 
tion, with a steadying effect or increased 
completion of the systole, improved circu- 
lation through the coronary vessels, and 
an increased motility of the blood by its 
readier passage in greater bulk through the 
muscles; thus relieving stagnation in the 
great internal organs, especially of their 
veins. The graduated exercises may be 
regarded as a counsel of perfection, as a 
preliminary to the return to the increase of 
active life of which the condition of their 
heart admits, and also as a guide to what 
that measure of exercise will be. Resistive 
exercises are especially adapted for the 
initial treatment of those flabby, irritable, 
“stuffy” hearts, applying this term to cases 
of fatty infiltration and impaired metab- 
olism which are met with in people of 
venous plethora. Irritation of a sensory 
nerve causes general contraction of blood- 
vessels. 

In cases of chlorosis with dilated heart, 
after a preliminary week or two of rest, 
the Schott treatment is valuable if com- 
bined with a dry, bracing air and a mild 
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chalybeate. It is useful in commencing 
failure of the heart, in chronic valvular 
lesions, combined with less of other exer- 
cises, and also after such cases have been 
restored to a certain extent by digitalis. It 
is unsuited in all cases of acute endocarditis 
while there is any trace of activity of lesion 
left, and in cases of advanced cardiovascu- 
lar changes of the nature of sclerosis, or in 
introspective people with neurotic hearts. 

An excellent summary of this treatment 
of heart affections was given by Sir 
Grainger Stewart before the British Med- 
ical Association at Carlisle. He has fully 
satisfied himself on the following points: 

1. That in the great majority of cases 
of cardiac dilatation the area of cardiac 
dulness diminishes perceptibly during each 
administration of massage. 

2. That the character of the cardiac 
sounds and the rhythm and strength of the 
pulse correspondingly improve. 

3. That although the immediate favor- 
able effects pass off in a few hours, yet 
they frequently do not pass off completely, 
for he has often found the line of cardiac 


dulness within that with which they had: 


started at the previous séances. 

4. That the patients usually experience 
a sensation of comfort and feel the better 
for the treatment. 

5. That repeated applications of massage 
bring about a permanent diminution of 
the area of dulness, with improvement of 
pulse and of the patient’s sensations. 

6. He has seen a case in which the 
so-called Schott treatment produced dele- 
terious effects, rendering the heart more 
irregular and intermittent. It was after- 
ward treated by massage alone on the fol- 
lowing day with most striking benefit. It 
turned out that the patient was not suffi- 
ciently well to bear the active movements, 
but was greatly benefited by the passive 
ones. 

?. That on one or two occasions he has 
seen the manipulations produce unfavor- 
able effects, apparently because the heart 
was too feeble and the patient was fatigued 
at the time of application. 


(In this last case it is possible that the 
massage was too vigorous, or that the 
manipulator himself was not in good con- 
dition. The writer one day had to walk 
three-quarters of a mile in the teeth of a 
cold wind to give massage to a patient with 
a weak heart. The result was the only 
unfavorable one of the kind he had ever 
had: the patient was unduly fatigued. If 
he could have ridden to the patient’s door, 
the result most likely would have been 
different. ) 

Maas® has reported two cases in which 
patients apparently dead from chloroform 
syncope were resuscitated by compressions 
in the region of the heart. In both cases 
respiration and radial pulse had entirely 
stopped, and the pupils were dilated. The 
manipulation of the heart in both cases was 
carried out for over an hour. Compression 
over the heart was used one hundred and 
twenty times a minute, and soon after it 
was begun the pupils became smaller and 
the paleness of the face disappeared. A fter- 
ward both patients suffered from mental 
derangement, difficulty of swallowing and 
speaking, all of which passed off shortly. 

Doubtless sufficient importance is not 
always attached to the fact that collapse is 
often due to sudden release of the intra- 
abdominal pressure. 

Physiologists have not been idle in their 


-efforts to show how weak and failed hearts 


may be revived; indeed, some good men 
give them credit for leading the way. 

If any more confirmatory testimony of 
the efficacy of massage for weak hearts 
were needed, we certainly have it in the 
experiments of Professor Prus,* in which 
dogs were suffocated and brought back to 
life by massage of the heart. The supply 
of air was shut off by clamping an India- 
rubber tube which connected the trache- 
otomy cannula with an artificial respiration 
apparatus. Immediately after the death 
of the animals some of the rib cartilages 
in front of the heart were removed, the 
pericardial sac was incised, and the heart 
exposed. After it had been ascertained 


that there was no trace of any contraction 
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of either auricle or ventricle, Professor 
Prus waited fifteen to sixty minutes before 
he began his efforts at artificial resuscita- 
tion. Then the clamp was removed and 
artificial resuscitation started. The heart 
was grasped in the right hand so that the 
thumb rested on the right ventricle, and 
the four fingers surrounded the left ven- 
tricle. Both ventricles were then com- 
pressed with moderate force, the compres- 
sions being made to imitate the systolic and 
diastolic action of the heart. In 31 cases, 
or 7%0 per cent, life was restored. In 
chloroformed dogs under the same condi- 
tions 76 per cent, and in dogs shocked by 
the electric current 14 per cent, were 
brought back to life. An attempt to try 
massage of the heart was made on the 
body of an alcoholic who had committed 
suicide by hanging, but without success, as 
might have been expected. 

Statistics gleaned from various sources 
at home and abroad by Prof. William W. 
Keen® show that of 28 cases of apparent 
death in the human being, during chloro- 
form narcosis, four recovered by massage 
of the heart. But this treatment should 
not be relied upon alone. Artificial respira- 
tion should also be carried on and the 
patient should receive sufficient oxygen. 
For the purpose of restoring vasomotor 
tone adrenalin should be employed. 

In the great zeal to collect statistics on 
this interesting subject, doubtless many of 
them come from the same sources. Thus 
Lanermant has collected 25 cases, of whom 
four were restored to life. Mauclair and 
Zezas reported 28 cases with six successful 
results. 

Three methods are employed to do mas- 
sage of the heart: 

1. Incising the anterior wall of the chest 
so that the hand can grasp the heart. 

2. Incising the diaphragm and then 
passing the hand up from the abdominal 
cavity. 

3. Seizing the heart through the dia- 
phragm without cutting it. In syncope the 
diaphragm is relaxed enough to render the 
last method easy. It has given the greatest 


percentage of recoveries (5 out of 9). It 
is the least mutilating and the only one 
that should be employed. Although the 
number of deaths seem large, it should be 
remembered that all the cases saved would 
doubtless have died without the use of this 
method. 

When babies are born, if their respira- 
tion and circulation are at fault, they are 
promptly rubbed and slapped without wait- 
ing for a diagnosis, and usually with the 
result of bringing them around all right. 
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The Effect of Insulin in Experimental 
Hyperglycemia. 

In the British Medical Journal of Aug. 4, 
1923, Macteop states that of the endoge- 
nous forms of experimental hyperglycemia, 
he has studied the effect of insulin on those 
due to piqtre, to adrenalin, to asphyxial 
conditions, and to anesthetics, and Stewart 
and Rogoff have studied it on the peculiar 
form due to morphine. The hyperglycemia 
which becomes rapidly developed in 
glycogen-rich rabbits in all these cases is 
greatly diminished, if not entirely absent, 
in animals injected with insulin, this de- 
pending, obviously, on the amount injected. 
Most attention has been paid to adrenalin 
hyperglycemia, because in this case alone is 
it possible to control the intensity of the 
hyperglycemia by varying the dosage. This, 
it will be seen, offers a method for the 
assay of insulin, and Eadie has found that 
when equal quantities of adrenalin are 
injected into a series of uniformly fed 
rabbits along with varying quantities of 
insulin, there is usually a definite mathe- 
matical relation between the dose of insulin 


and the extent to which the blood sugar 
rises. 
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Further interest attaches to the antag- 
onistic action between insulin and adrenalin, 
with regard to the blood sugar, because 
they are both hormones, although it is 
questionable whether the hormonic action 
of adrenalin is of importance to the animal. 
It is significant in this connection that 
Stewart and Rogoff have found that the 
hypoglycemic effect of insulin is not per- 
ceptibly different in adrenalectomized than 
in normal animals, thus showing that the 
adrenals are in no way linked with the 
internal secretion of the pancreas in the 
control of sugar metabolism. 

The observation that insulin can prevent 
the hyperglycemia due to ether is of 
clinical importance, because it is probably 
on account of this hyperglycemia that a 
large part of the risk of surgical operations 
on diabetic patients is due. It should be 
pointed out, however, that the hypogly- 
cemic action of insulin is much more 
readily demonstrated by having the animal 
well under the effects of insulin before the 
ether is than by giving 
insulin to animals that are already anes- 
thetized. This would seem to indicate that 
diabetic patients should be treated with 
insulin before being 


administered, 


anesthetized, and, 
that this preliminary treatment 
should extend over several days so that the 
reserves of glycogen may be augmented. 
He is informed by his clinical colleagues 
that insulin is of little avail in combating 
postoperative coma if its administration is 
delayed until after the operation. 

An interesting antagonism between pitui- 
trin and insulin has been described by Burn. 
Given in large doses, pituitrin, like insulin, 
may inhibit the hyperglycemia due to 
adrenalin or to ether, but when insulin and 
pituitrin are given together to normal 
animals, instead of there being a greater fall 
in blood sugar than insulin alone would 
produce there is little change, or, it may be, 
a rise. A dose of pituitrin which in itself 
has little effect on blood sugar is thus 
capable of neutralizing the hypoglycemic 
action of insulin. This observation has 


indeed, 


been confirmed by Logan and Olmsted, 
who have also found that it is necessary to 
give enormous amounts of insulin to cause 
any decided decrease in the hyperglycemia 
which is present in decerebrate cats still 
retaining the pituitary gland. When this 
gland is absent, on the other hand, not only- 
is the hyperglycemia much less pronounced, 
as Bazett had suggested it would be, but 
insulin promptly lowers the blood sugar 
and hyperglycemic convulsions can readily 
be induced. 

All of the forms of experimental hyper- 
glycemia just alluded to are primarily due 
to a rapid breakdown of the glycogen of the 
liver, and that produced by adrenalin may 
therefore be taken as a type. This does 
not, of course, warrant the assumption that 
some have made, that a hypersecretion of 
this hormone is the underlying cause of the 
hyperglycemia in the other forms. Indeed, 
Stewart and Rogoff have conclusively 
shown that such is not the case, with the 
possible exception of that caused by mor- 
phine. Taking adrenalin hyperglycemia as 
a type, then, it seems of interest to compare 
the amount of glycogen left in the livers of 
uniformly well-fed rabbits after they had 
been given equal doses of adrenalin, some 
of them at the same time also receiving 
insulin. This observation, made by E. C. 
Noble, has shown very definitely that the 
insulin protects the glycogen against break- 
down. In one experiment, lasting eight 
hours, the livers of two animals receiving 
adrenalin alone contained 1.40 and 1.96 per 
cent of glycogen, whereas those of three 
others which were given insulin along with 
the same amounts of adrenalin contained 
8.12, 6.4, and 3.64 per cent of glycogen. It 
is of interest to note that it was necessary 
to give about forty times the usual dose of 
insulin to cause convulsions under these 
conditions, and that sometimes the convul- 
sions occurred while there was still over 10 
per cent of glycogen remaining in the liver. 
The results show quite clearly that insulin 
antidotes the glycogenolytic action of 
adrenalin. 















ANOTHER NOTE ON 
ECLAMPSIA. 





Our readers will recall that we recently 
published in the Original Columns of the 
GAZETTE an interesting symposium, by a 
number of active practitioners of obstetrics, 
upon the important subject of eclampsia. 

While all of them dealt with the treat- 
ment which found greatest favor in their 
hands, it was nevertheless recognized, as 
pointed out in a recent issue of the Boston 
Medical and Surgical Journal, that we are 
faced with the fact that we know nothing 
definite about the toxemia of pregnancy, 
except that it is due to an irritating poison 
almost corrosive in its action, which is 
developed in the ovum and probably in the 
placenta. This is a more definite localiza- 
tion of the origin of the poison than we 
have thought generally held. To. these 
words the editorial, to which we refer, 
appends the following discouraging state- 
ment, namely, that the progress in the last 
twenty-five years (concerning eclampsia) 
would seem to be negative except from the 
standpoint that we have gained some knowl- 
edge in regard to what eclampsia is not 
rather than that we have gained any defi- 
nite knowledge of its true nature. 

The statement is then made that the 
pathology is known, the symptoms are only 
too familiar, and that the mortality ranges 
from 6.6 to 25 per cent, although it is 
probable that an average of 10 per cent is 
more nearly accurate. Autopsies reveal 
extensive degeneration of the liver and 
heart muscle, more or less acute nephritis, 
edema of the lungs, cerebral hemorrhage 
in some cases, and evidences of acute 
cardiac dilatation. 

One point is very clear, namely, that the 
chief duty of the physician is to be con- 
stantly on his guard against the develop- 
ment of the early symptoms of this condi- 
tion, since under these circumstances much 


Editorial 


can be done to prevent it becoming worse, 
whereas after the eclamptic seizures occur 
the proposition may be a most difficult one. 

We believe it to be true that the three 
things to be chiefly watched in the pregnant 
woman toward the close of her pregnancy 
are the blood-pressure, which should not be 
above 140 or 150 at the most; the condi- 
tion of the liver, which should be main- 
tained in an active state without undue 
purgation; and the state of the urine as 
representing the condition of the kidneys. 
Patients with a very high blood-pressure 
may be usually considered as on the verge 
of eclamptic trouble, and active measures 
should be undertaken at once. Unfortu- 
nately, a certain proportion of cases of 
eclampsia develop with great suddenness 
and without any preliminary warning, such 
as we have referred to, and the Boston 
Medical and Surgical Journal again points 
out that when the patient has once devel- 
oped eclampsia, the more active the treat- 
ment the higher the mortality. Czsarean 
section of eclampsia patients at the present 
time gives the highest mortality, approxi- 
mately 30 per cent. Accouchement forcé 
has a mortality of 20 to 25 per cent, and 
our readers will recall that in the sym- 
posium upon eclampsia to which we have 
referred, accouchement forcé was almost 
universally condemned. On the other hand, 
the lowest mortality is found in those 
patients in whom the eclamptic seizures 
induce labor and who then are delivered 
with a minimum of shock under adequate 
associated treatment. The writer to whom 
we have referred believes that if labor fails 
to develop and the convulsive seizures con- 
tinue, it should be induced by means of 
the Voorhees bag, and that venesection 
should be performed and morphia freely 
given. Here again it will be recalled that 
several of the contributors to the sympo- 
sium stated that they relied largely upon 
this drug. 
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As illustrative of the value of preventive 
measures, it is stated that the toxemia of 
pregnancy has practically no mortality if 
treated early, except in those rare instances 
in which premature separation of the pla- 
centa takes place. 

Furthermore, the opinion is expressed 
that if proper treatment is introduced at 
this time eclampsia can be made an almost 
obsolete disease. 

No greater responsibility rests upon the 
practitioner of medicine than the manage- 
ment of these cases. Those who have large 
hospital experience cannot fail to be im- 
pressed with the fact that practically all 
cases of eclampsia which are brought to 
such an institution are instances in which 
proper observation of the patient during 
the last months of her pregnancy has not 
been carried out. In most instances this 
is because the patient thinks it unnecessary 
to engage the services of a physician until 
the month before the child is born. 





QUININE VS. QUINIDINE. 





The introduction of a new remedy, par- 
ticularly if it is made by a clinician who 
commands universal respect, is always fol- 
lowed by an amount of enthusiasm which 
subsequent events necessarily moderate, 
and the publication of Frey’s experiments 
led a large number of men, some of them 
highly trained, and others not so skilful, to 
employ quinidine in the treatment of 
auricular fibrillation. 

In this connection it is important to re- 
member that auricular fibrillation causes 
the patient no distress whatever because he 
is able to maintain an adequate circulation. 
There are other instances in which the 
ventricle, becoming wearied, ultimately 
fails to carry out its work properly, and 
more or less severe symptoms of cardiac 
impairment develop; and there are still 
others in which a definite pathological pro- 
cess is associated with the fibrillation, con- 
sisting in valvular lesions or myocardial 


degeneration. These very promptly are 
characterized by evidences of circulatory 
weakness. In one sense it may be said 
that the mere existence of fibrillation 
without symptoms distressing to the patient 
does not necessarily indicate treatment, but 
on the other hand it undoubtedly does in- 
dicate that very serious ultimate impair- 
ment of cardiac function may occur, for 
sooner or later it is unquestionable that the 
ventricle will feel the deleterious effects. 

It is in the latter class of patients, or in 
those in whom very limited evidences of 
ventricular impairment are present, that 
quinidine does its best work, for it must 
always be remembered that all of the alka- 
loids of cinchona are, in full dose, depres- 
sants to the heart and not stimulants, as is 
digitalis. In other words, in a degenerated 
heart, in association with fibrillation, there 
is less indication for quinidine, and if the 
degeneration is very considerable it is 
probable that quinidine is contraindicated 
even when used cautiously and with the 
patient at absolute rest. 

It may also be said in general terms that 
quinidine is successful in correcting fibril- 
lation in direct proportion to the shortness 
of the time that this condition has existed ; 
or, in other words, when auricular fibrilla- 
tion has been present for a long time it 
fails in a greater proportion of cases than 
if the malady has just asserted itself. 

While there can be no denying that quini- 
dine has a more specific effect in auricular 
fibrillation than any other drug, even digi- 
talis, nevertheless we think that the state- 
ment of Lewis that quinidine promises 
more as an agent by which we can study 
the heart with the aid of the electrocardio- 
graph than as a remedial drug is quite true. 

Recently, Wenckebach of Vienna has 
written not only concerning quinidine, but 
has also advocated the employment of 
quinine in heart disease. It will be recalled 
that quinine in massive dose when brought 
into contact with the heart is a powerful 
depressant poison. Injected into the jugu- 


lar vein of a dog it produces almost im- 
mediate death. Of course when it is given 
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by the stomach, or hypodermically, its slow 
absorption prevents its massive effect. 
Nevertheless, the fact which we have just 
mentioned serves to emphasize what we 
have already stated, that the whole cinchona 
alkaloid series tend to depress rather than 
stimulate the heart. 

In this connection we are interested to 
note that Wenckebach expresses a view, 
which we have from time to time reiterated 
in these pages, when he states than one can 
never tell from the pharmacological action 
of a drug what it will do at the bedside, 
and he adds that we should not abstain 
from using drugs which have been found 
advantageous at the bedside on account of 
theoretical arguments based upon experi- 
mental work; although, as we have also 
said on previous occasions, he is one of the 
last to think for a moment that experimen- 
tal work does not give us great assistance in 
the study of disease and in the action of 
drugs. 

Wenckebach points out that in some 
cases doses of quinine instead of quinidine 
when taken by the stomach during an at- 
tack of fibrillation will stop it in as short 
a time as twenty minutes and that repeated 
doses will maintain this effect. He admits 
that this does not by an means always 
occur, and that he has never seen it happen 
when the fibrillation has been present for a 
long time, but even in these cases he thinks 
that the effect of quinine upon the ventri- 
cle is advantageous. So, too, he recom- 
mends from 4 to 8 grains of quinine in 
cases of extrasystole, and adds that its 
combination with strychnine in such cases 
is distinctly advantageous. The dose of 
strychnine which he employs is from 1/30 
to 1/15 gr. Furthermore, Wenckebach 
states that quinine has proved useful in his 
hands in numerous cases of tachycardia 
when used with or without strychnine, 
particularly in abnormal rhythms which 
start in the auricle or in the atrioventricular 
node. He also speaks encouragingly of a 
similar use of quinine in the tachycardia of 
hyperthyroidism, claiming that in doses of 


5 to 8 grains it has a decidedly favorable 
effect upon the heart. 

Last of all he asserts that in cases of 
auricular fibrillation with a slow ventricu- 
lar rate there is not much use for quini- 
dine, and emphasizes the statement made 
above that if the heart muscle is in bad 
shape it may do harm. 

It is interesting to note that Wenckebach 
calls attention to the fact that this use of 
quinine in cardiac conditions with or with- 
out digitalis is by no means new, for as 
long ago as 1872 Oppelzer, in his lectures, 
emphasized the value of this cinchona 
alkaloid, yet most of the profession has 
entirely forgotten his positive teachings. 





THE ABSORPTION OF DRUGS. 





Many years ago when preparing the first 
edition of the writer’s book on Therapeu- 
tics, a section was devoted to the impor- 
tance of considering the rapidity of the 
absorption of drugs whether they were 
given by the stomach or by the hypodermic 
needle. There can be no doubt that this is 
a theme which receives too little attention. 

As an illustration of delayed and imper- 
fect absorption of an important drug, 
we may mention strophanthus, which we 
think has diminished greatly in popularity 
during the last few years, because it has 
failed to induce the effects which the 
physician desired, the reason being in some 
instances that the dose was far too small. 
Many physicians seemed to think that 5 
minims of the tincture was adequate, but 
the chief reason for its failure is that the 
stomach and intestines, for some unknown 
cause, fail to absorb it, so that doses which 
are adequate to support the heart if they 
are absorbed, instead of doing so produce a 
diarrhea. 

It has been our experience that if 
strophanthone is given hypodermically it 
proves a most efficient cardiac remedy, 
possessing the advantage over strophanthin 
that it does not produce severe local irri- 








36 THE THERAPEUTIC GAZETTE 


tation as does the imported product, and 
by its use we avoid the danger of strophan- 
thin when given intravenously. In other 
words, when strophanthus has a chance to 
get to the heart it often does the work 
which is expected of it. 

Another illustration of failure of a med- 
icament to do what is expected of it is 
seen in the case of digitalis when adminis- 
tered for ruptured compensation when the 
liver is intensely engorged. When an ade- 
quate dose of blue mass is used to unload 
the liver and so relieve the portal circula- 
tion the digitalis takes hold, evidently be- 
cause absorption is started. The same 
thing is true in regard to the administra- 
tion of quinine in many cases of malarial 
infection, and, of course, we all know that 
the presence of food and liquid in the 
stomach, as a rule, greatly delays the ab- 
sorption of a drug even when it is as 
rapidly absorbed as is alcohol in_ its 
various forms. 

Chronic catarrh of the gastric mucous 
membrane is also a delaying factor, and 
sometimes the addition of a bitter sub- 
stance or small quantities of red pepper to 
the capsule or pill which the patient takes 
will stimulate the gastric mucosa so that 
rapid absorption will occur. 

When it comes to the consideration of 
absorption of drugs by the rectum, a 
method of treatment which is often re- 
sorted to when the stomach is too irritable 
to retain a drug, the uncertainties of ab- 
sorption are greatly increased. It is not 
to be forgotten that the rectum is one part 
of the alimentary canal designed by nature 
not to carry on absorption, and, again, 
it is to be recalled that there is a close 
relationship between the liver and the 
blood-vessels of the rectum through the 
hemorrhoidal plexus, and that an engorged 
liver usually produces corresponding rectal 
engorgement with delayed absorption. 

So, too, any tendency to anasarca of 
course results in delay of absorption from 
hypodermic injection. In cases in which 
anasarca is marked this statement is so 


apparently correct as scarcely to be worth 
the making, but it is to be borne in mind , 
that in many cases the tendency to trans- 
udation from the blood-vessels may be so 
slight as to be overlooked, yet the flow of 
lymph, or fluid, is nevertheless taking place 
in what might be called the wrong direction 
and so the injected drug is not absorbed. 

One of the objections to the employ- 
ment of the various insoluble salts of 
mercury in the treatment of syphilis, by 
means of the hypodermic needle, is that 
one has no means of determining how much 
is absorbed daily and is always subject to 
the fear that a large reservoir of mercury 
is being accumulated which at some time 
may make trouble. In other words, the 
patient has received the dose, but there is 
great uncertainty as to how much his sys- 
tem is under its influence. 

It may be said that the profession has 
been negligent in not putting this whole 
matter on a more accurate basis, but this 
accusation can be met by the return state- 
ment that many of the drugs which are 
most useful are greatly altered in the body 
so that it is impossible to study their rate 
of elimination. No one, so far as we know, 
has up to this time ever been able to obtain 
any educt of digitalis in urinary tests. This 
is illustrative of the very point which we 
have named. Furthermore, the entrance of 
food at different meals advances or retards 
absorption. Rest or exercise may advance 
or retard it. In other words, the physician 
who attempts to study this problem is met 
by a host of difficulties which are almost 
insuperable. Nevertheless, it is wise for 
him in any instance where a drug fails to 
produce the effect he desires in the ex- 
pected time, to study the problem of ab- 
sorption, correct conditions which tend to 
retard it, and to give with his active rem- 
edy some substance which, by acting as a 
gastric stimulant, will tend to induce activ- 
ity on the part of the stomach. 

In certain cases of collapse and shock 
hypodermic injections often fail, because 
the peripheral circulation is at a standstill 
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and repeated injections of active drugs fail 
to produce the effect desired. If the patient 
is able to rally a toxic condition may be 
induced by several injections being ab- 
sorbed almost simultaneously. The appli- 
cation of local heat and friction under these 
circumstances may be a useful adjuvant to 
treatment, and it is in these cases that in- 
travenous medication probably has _ its 
greatest justification. 





NEW CONCEPTIONS IN REGARD 
TO COD-LIVER OIL. 





Our readers will remember that cod-liver 
oil came into medicinal use not through the 
work of physicians, but largely because the 
fishermen in the North Sea had found that 
its ingestion produced satisfactory condi- 
tions for the relief of muscular rheumatism 
and also induced a general improvement 
in health, and it was not until about 150 
years ago that the medical profession be- 
gan to turn to it as a substance which 
would give good results. 

At first it was supposed that its advan- 
tages lay in the fact that it provided a 
nutritious fat. Later it was discovered 
that emulsified cod-liver oil, an oil which 
had been emulsified through normal diges- 
tive processes, passed through an animal 
membrane more rapidly than other animal 
oils, and so it was supposed that this ease 
of absorption was a large factor in its use- 
fulness. After this, careful chemical 
examination of the oil revealed certain 
substances such as iodine and bromine, and 
these ingredients received much’ of the 
credit for its medicinal value. 

Recently it has been thought that fat 
soluble vitamin, in which cod-liver oil is 
rich, was perhaps the chief factor in pro- 
ducing its beneficial results, and now we 
have further studies, not only those of 
Howland and Kramer on rickets, but also 
those of Park, Guy and Powers, which 
indicate that cod-liver oil and sunlight, or 


the equivalent of sunlight obtained by 
proper electrical apparatus, has an extra- 
ordinary effect on calcium and phosphorus 
metabolism. As the latter writers point 
out in a recent issue of the American Jour- 
nal of Diseases of Children, it is an extra- 
ordinary fact that a substance containing 
neither calcium nor phosphorus, when 
administered to an animal whose blood is 
deficient in these elements, should have 
the power to cause the calcium or the phos- 
phorus to rise to, or nearly to, the level 
commonly regarded as normal, yet this is 
a characteristic of cod-liver oil. Further- 
more these authors believe that in the 
presence of starvation of calcium and 
phosphorus cod-liver oil enables an animal 
to get along as if these substances were 
present in the diet, greatly reducing their 
waste and apparently enabling the body to 
utilize to the maximum such small quan- 
tities of calcium and phosphorus as it can 
obtain. 

Exactly how this remarkable effect is 
produced is a problem yet to be solved. 
There can be no doubt that cod-liver oil 
does not supply the substances needed. In 
one sense it may be said to act by catalysis, 
but Park, Guy and Powers express the 
view that the organism is laboring under a 
load and that in some way the cod-liver 
oil is effective in the release of this load. 
Obviously this a rather theoretical deduc- 
tion. They do not believe that cod-liver 
oil or radiant energy exert a specific influ- 
ence on calcium and phosphorus metabo- 
lism. It would seem to act rather indi- 
rectly in that it regulates metabolic pro- 
cesses so that a more normal condition of 
nutrition is obtained. 

Entirely apart from the direct interest 
which these facts arouse, it is equally in- 
teresting to note how the progress of 
science often confirms bedside experience, 
for whatever may be the real reason for 
the efficacy of this substance the clinical 
fact remains that for certain states of mal- 
nutrition it is invaluable. 
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SURGICAL TREATMENT OF 
PULMONARY TUBERCULOSIS. 





The thought has often been expressed, 
and at least with some justification, that 
practically all conditions which do not get 
well of themselves under proper hygienic 
conditions should in their ultimate analysis 
be subject to surgical procedure. In con- 
sonance with this thought the surgeon has 
not only included lesions of the heart and 
infections of the pericardium and pleura 
as amenable to direct treatment, but has 
now for many years practiced intervention 
for the relief of pulmonary tuberculosis. 

The incision and drainage of lung cavi- 
ties with the excision or partial excision of 
lung itself containing such cavities has 
resulted so disastrously that it has long 
since been abandoned. The belief of to- 
day is that under suitable conditions arrest 
of the tuberculous process and restoration 
of the health may best be accomplished 
either by artificial pneumothorax or by 
thoracoplasty. 

Concerning pneumothorax neither its 
value nor its indications are universally 
recognized, and yet there is a sufficient 
number of cases recorded to show beyond 
peradventure that when applied by skilful 
hands and under conditions suitable for its 
application it accomplishes all that has 
been claimed for it even by its most en- 
thusiastic advocates. 

In this relation the contribution by Gra- 
vesen (British Medical Journal, Sept. 22, 
1923), based on a large experience covering 
many years, is of particular value. He quotes 
in corroboration of his own views on the 
subject Saugman’s statistics, who reports 
on 211 third-stage cases observed from two 
to twelve years after discharge from the 
sanatorium. In 38 per cent of the cases 
in which it was possible to establish a sat- 
isfactory pneumothorax there was a last- 
ing positive result. This is compared with 
the 11 per cent of betterment in the cases 
in which it was impossible to establish a 
pneumothorax. An analysis of these fig- 
ures shows that of the 47 cases in which 


complete pneumothorax could be estab- 
lished because there were no adhesions, 
more than 70 per cent were able to work; 
over 23 per cent died of tuberculosis. Of 
the cases in which complete pneumothorax 
was established, but which were compli- 
cated by localized and extended adhesions, 
33% per cent were able to work and 66% 
per cent died of tuberculosis. When the 
adhesions were larger and the pneumo- 
thorax incomplete, but 11 per cent were 
able to work; 86.7 died of tuberculosis. 
Of 77 cases of universal adhesions in which 
no pneumothorax was practicable, 11 per 
cent were able to work and 81 per cent 
died of tuberculosis. 

Since the question of adhesions so large- 
ly influences the prognosis in artificial 
pneumothorax, and the need of getting rid 
of these that the lung may be placed at 
rest is obvious, many means have been 
suggested to accomplish this purpose. 
That which has been most successful and 
the one attended by the least harmful re- 
sults is the one suggested and practiced by 
Jacobaeus, who by means of thoracoscopy 
and a cautery passed through a cannula has 
successfully divided these adhesions if they 
be limited in extent and form bands or 
strings, and has been able to effect a com- 
plete collapse of the lung. 

Gravesen subjects to pneumothorax those 
cases of advanced tuberculosis which are 
not benefited by sanatorial or other forms 
of treatment, and in which but one side 
is extensively involved. When because of 
the absence of adhesions complete pneumo- 
thorax is accomplished, he notes, if there 
be no extensive lesions in the other lung 
or of other organs of the body, that there 
is a prompt betterment of all symptoms. 
The intervals between insufflation are de- 
termined by the results of observation, 1.e., 
the symptoms, stethoscopic examination, 
x-rays, and fluoroscopy. The pneumothorax 
is continued for from three to five years. 
The time the patient can begin work is 
determined for each individual. At all 


times the patient is kept under observation 
that pneumothorax may be reéstablished if 
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there be a return of symptoms. Pleuritic 
effusions are followed through the fluoro- 
scope, and when it seems needful to evacu- 
ate these the fluid is replaced by air. In- 
deed the author strongly urges—and the 
value of this practice is proven by the ex- 
perience of many others—that in all pleural 
evacuations, whether tuberculous or not, 
there should be air replacement. When in 
cases of either complete or almost complete 
pneumothorax there are localized adhesions 
thoracoplasty and cauterization are prac- 
ticed, a method requiring much experience 
and an instrumental armamentarium, but 
one which in the main has been attended 
by successful results. The cauterization of 
surface adhesions is advised against. As 
for hemorrhage reported by other authors, 
in his own experience he has avoided it, 
and he thinks mainly by the use of the 
galvanocautery brought to only a dull-red 
heat. 

The simple exudates observed after this 
cauterization have no injurious effect, but 
Gravesen reports six cases of empyema in- 
cident to the attempt to cauterize extensive 
adhesions. 

Jacobaeus has used this method in 90 
cases, Gravesen in 35; in 22 of these 35 he 
was able to obtain’a complete collapse, and 
1? of these 22 were permanently benefited. 
Even when cauterization was incomplete 
some of the cases showed betterment. 

When artificial pneumothorax is impos- 
sible, but the conditions present indicate the 
collapse of one lung, thoracoplasty is next 
to be considered. 

Gravesen has operated upon 105 cases 
of pulmonary tuberculosis. In some cases 
there was a partial resection of the chest 
wall only, this where the disease was local- 
ized to a certain level. The operation is 
done in one or two stages in accordance 
with the indications presented by the indi- 
vidual patient. The anesthesia is novo- 
caine, adrenalin, and ether, the latter 
pushed to the degree of neutralizing pain, 
but not so far as to abolish cough reflex. 
There were nine operative deaths, and in 
the remaining 96 patients, 64 obtained a 


positive result (43 were relatively cured 
or much improved, 21 improved) ; two died 
later of epidemic influenza, and 32 patients 
were not helped. In 41 cases the tubercle 
bacilli disappeared permanently from the 
sputum. Of 69 patients reported on from 
two to seven years after thoracoplasty, 31 
were fit for work, 7 were unfit for work 
because of tuberculosis, and 21 died of 
tuberculosis. 

Gravesen reports a few cases in which 
to the thoracoplasty there was added an 
extrapleural epicolysis from the anterior 
incision. In two of the cases the cavity 
resulting was plugged with gauze and the 
third with transplanted fat. The result in 
this third case was satisfactory. In one 
case epicolysis alone was done by an ante- 
rior resection of the second rib, together 
with transplantation of fat into the artifi- 
cial extrapleural cavity. In these instances 
there was a small apical cavity and the 
patient got well, though the operation was 
too recent to report permanent results. 

It will be noted that the extensive and 
deforming operation of thoracoplasty is 
indicated only for such cases as are not 
amenable to artificial pneumothorax. The 
thought naturally arises that had these cases 
been treated earlier by pneumothorax the 
operation of rib resection might have been 
avoided. It would seem that with earlier, 
more accurate diagnosis, closer and more 
prolonged clinical observation of patients, 
and a wider acceptance of the value of 
pneumothorax, the number requiring thora- 
coplasty might be reduced to a minimum. 
The purpose of both these procedures, 7. e., 
pneumothorax and thoracoplasty, is to splint 
the lung, and of the two the air splint 
should be the more efficient. 

Bearing on the use of the thorascope, 
this instrument is passed through an inter- 
costal space, the point of puncture being 
anesthetized. A cannula is passed through 
another interspace, which permits the cau- 
tery to be introduced and to be applied 
under the guidance of the eye. The divi- 
sion of bands is painless, and the operation 
can be practiced without discomfort to the 
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patient providing trauma of the parietal 
pleura, excepting at the point of adhesion, 
is avoided. 





THE CANCER SITUATION 
TO-DAY. 





It is generally accepted, and particularly 
by those who have made some study of 
statistics, that the incidence of cancer is 
an increasing one and that it is becoming 
a menace to life and health only second in 
degree of importance to tuberculosis. There 
is not yet a general recognition of what is 
surely the fact that of any single infection 
syphilis constitutes the greatest, the most 
vital menace of all. As bearing on cancer 
the larger statistics show, and without ques- 
tion of doubt, a steadily and progressively 
increasing death-rate. This has been at- 
tributed by those who are optimistic in 
nature to a number of circumstances, 
among which may be named greater acu- 
men in diagnosis, larger observance of re- 
porting, and, finally, greater longevity in- 
cident to better living conditions, which, 
in itself, increases the number of people 
who are susceptible to cancer—i. e., at or 
past middle age. 

In this relation Hoffman’s paper (Can- 
cer, Volume I, No. 1, 1923) is particularly 
valuable chiefly because of his high stand- 
ing as a statistician, and as one trained in 
the analysis of figures and the elimination 
of sources of error. He notes that since 
1913, and in the larger American cities, 
cancer, as indicated by the number of peo- 
ple perishing of this malady out of 100,- 
000, has increased from 89 to 91.1 during 
1917; and to 124.6 during 1922. From 
1912 to 1916 seven cities exceeded the can- 
cer death-rate of 100 per 100,000. In the 
period 1917 to 1921, 38 cities exceeded the 
cancer death-rate of 100 per 100,000. 

Hoffman calculates on a conservative 
estimate of the country at large of 90 per 
100,000, that each year 100,000 people die 
of cancer, 85 per cent of these being over 
forty years old. He further notes that 


though it is absolutely certain that many 
cases of cancer are either arrested or cured 
because of early diagnosis and prompt and 
efficient treatment, this salvage is not shown 
in statistics. The cancer death-rate, were 
the incidence of the disease not rapidly in- 
creasing, should be distinctly lessened by 
the concerted and usually intelligent efforts 
of the entire profession. The wide pub- 
licity given to the curability of early cancer 
has not had a favorable influence in so far 
as reflected by figures. But for this pub- 
licity and early treatment the rate, appalling 
as it is, would doubtless have been much 
higher, this still further strengthening the 
belief in the increasing incidence. 

Of the cities with the highest mortality 
rate, Albany, N. Y., takes the lead with 
162.9; thereafter comes San Francisco, 
161.8; Boston, 145.8; Sacramento, 141.7; 
Topeka, 137.4; Providence, 135.5; and Los 
Angeles, 132.0. It is worthy of note that 
Norfolk, Va., has a rate of 48.4; Scranton, 
Pa., 65.0; and Detroit, 60.8. 

Hoffman considers as the most menacing 
aspect of the cancer situation the activity 
of the charlatan. He implies that there 
may be virtue in some of the cures at 
times practiced by these people and with 
complete belief in their efficacy, and sug- 
gests that thorough investigation should be 
made into such cures and their results in 
the hope of finding at least one pearl of 
truth and helpfulness. 

Bearing on periodic examinations and 
their value as a means of preventing can- 
cer, he points out that such examinations, 
unless made in the most thorough fashion 
and by those qualified to make them, are 
useless and misleading; nor if the public 
seeks protection offered by thorough exam- 
ination is the repetition once a year of suffi- 
cient protective value. 

Bearing on research Hoffman gives high 
praise to those who have devoted their 
lives in this direction, but can find little 
promise in the work thus far carried on. 
He particularly urges surgeons to estab- 
lish research along the lines of contributory 
factors, and suggests that this should be 
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instituted in localities where cancer is 
especially prevalent. 

As to the cancer death-rate in New York 
City during 1922, Bulkley, after expressing 
the belief that neither laboratory workers 
nor clinicians have been helpful in con- 
trolling cancer as a racial disease, notes 
that in New York City in the year 1922 the 
cancer deaths actually exceeded those from 
tuberculosis by 934, or over double the ex- 
cess of the preceding year. 

If Lutrario’s statistics be correct Italy 
has the lowest cancer rate in the world. 

Preble notes that lepers exhibit a real 
immunity to cancer of which there seems 
no adequate explanation, since both tuber- 
cular and syphilitic ulcers undergo malig- 
nant degeneration. The dark races are 
more susceptible to leprosy than the whites, 
and also among the dark races cancer is 
less prevalent. It is reported that a statis- 
tical study in Sweden has shown that many 
cancer patients give a history of partial or 
complete immunity to ordinary infections. 

The statement that those in polar and 
tropical regions are immune to cancer— 


that is, those who are native to these 
regions—is generally accepted as true. In 
Calcutta the death-rate is about 11 per 
100,000. As bearing on the nature of this 
immunity, Preble believes there is absolute- 
ly no racial or climatic immunity to cancer 
or to the zymotic diseases. The thought is 
advanced speculatively that the antagonism 
between zymotic diseases and cancer may 
be actually positive, and that the substances, 
either inherited or acquired, through vac- 
cination or otherwise, which protect from 
zymotic diseases may lessen resistance to 
cancer. 

The whole tendency of modern sanita- 
tion, including both medicine and surgery, 
is prevention. In the line of prevention 
come the avoidance of infections, the cure 
of chronically inflamed conditions, the 
early recognition and removal of cancerous 
and precancerous lesions. There is need 
to go further back than this, but light con- 
cerning methods by which cancer can be 
prevented other than those already 
enumerated and already well known is 
utterly and entirely wanting. 





Progress in Therapeutics 


Medical Therapeutics 


The Influence of the Vagus on the 
Heart Rate. 


In the Journal of Pharmacology and 
Experimental Therapeutics for August, 
1923, CRAWFORD states that the age inci- 
dence of maximum reaction to atropine 
administration is from ten to forty years, 
and that after fifty there is a considerable 
diminution of this activity. In chronic 
heart disease there is also a similar reduc- 
tion in the reaction obtained after atropine 
except in auricular fibrillation where the 
reaction is much higher than in other heart 
conditions. Cases of exophthalmic goitre 
show a lessened reaction while parenchy- 
matous goitre is normal in reaction. In 


cases of typhoid fever and during convales- 
cence from pneumonia the acceleration is 
smaller, but in convalescence from rheumatic 
fever and chorea it is increased. This is not 
absolute, for while the average reaction is 
as stated above, exceptional cases are met 
which do not correspond with it—e.g., in 
some cases over sixty, atropine may accel- 
erate the rate as much as in others of thirty 
to forty. 

He has interpreted the action of atropine 
in these cases as indicating the condition 
of the inhibitory apparatus of the heart, 
and has assumed that in each case this 
mechanism was thrown out of gear and 
that the difference in the resulting accelera- 
tion arose from the varying control 
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exercised by it previous to the injection. It 
may, however, be objected that the varying 
acceleration was really due to the varying 
extent to which atropine was able to depress 
the inhibition. The other symptoms of atro- 
pine action were induced equally whether the 
acceleration was great or small, so that there 
was no doubt that the atropine was equally 
absorbed by all. It is, however, possible 
that in those cases in which the acceleration 
was small some special feature was present 
which preserved the vagus mechanism 
from reacting equally with others such as 
the iris and secretory glands. For example, 
a strong central stimulation might cause 
impulses to pass through the half-paralyzed 
termination of the cardiac inhibitory nerves, 
while in the absence of such stimulation 
the fibers to the secretory glands failed to 
carry such impulses, and the mouth was 
therefore dry while the heart still remained 
under control. 

Miller states that there was no signifi- 
cant difference in rate whether 1 or 2 mgm. 
was injected. Cushny, Marris and Silber- 
berg tested one case to find whether their 
dosage was adequate. This’ case had 
received tinct. digitalis 3xv and the heart 
rate was 66 to 72. They administered 1/50 
gr. atropine sulphate and the rate rose to 
%4 to 86—+.e., an increase of 11. Three 
days later, after the patient had taken tinct. 
digitalis 3xviij, they repeated the experi- 
ment, using 1/25 gr. of atropine. Before 
the injection the rate was 54 to 60, and 
after it rose to 76 to 84—~.e., an increase of 
23. The actual increase under atropine 
was greater after 1/25 gr., but the maxi- 
mum height attained was the same in both 
cases, and they therefore concluded that 
their dose was adequate. 

Marris in his work on typhoid fever 
found that 1/33 gr. gave consistent results, 
and also quotes a case in which a second 
similar injection given at the height of the 
reaction produced no increase in rate. 

Robinson and Draper carried out a series 
of experiments on the effects of pressure 
on the vagus in the neck. They found that 


in their patient pressure for four seconds 
increased the Q to Q interval from 0.94 to 
.77. The patient was then given 1/100 
grain of atropine sulphate subcutaneously. 
Forty-five minutes later he was given a 
similar dose, and thirty minutes later the 
experiment was repeated. It was found 
that despite prolonged pressure the Q to Q 
interval only increased from 0.61 to 0.82. 
The dosage employed by these observers 
is extremely small, as the effect of the first 
1/100 grain would have practically passed 
off before the experiment took place. Still 
it is seen that only a comparatively small 
increase in Q to Q interval was obtained. 
Lewis and his coworkers have recently 
found that in dogs of about 10 kilos 0.1 
mgm. atropine sulphate intravenously has 
a very’ decided effect in weakening the 
inhibitory terminations, but that it must be 
increased to 0.2 to 0.4 mgm. before the 
effects of even weak peripheral stimulation 
are abolished, while the dose required to 
abolish the effects of strong stimulation is 
from 0.5 to 1 mgm. or 0.05 to 0.1 mgm. per 
kilo of body weight. They have also made 
four observations in patients in which in 
three cases 1/50 gr. and in the other 1/33 
gr. of atropine sulphate was injected sub- 
cutaneously, and then when the heart was 
accelerated a new injection of 1/33 gr. or 
1/50 gr. was made intravenously and was 
followed by a further sharp rise of five 
to ten minutes’ duration. From these 
observations they come to the conclusion 
that 1/50 grain given intravenously in the 
normal human subject would produce very 
decided effect on the vagi, nearly but not 
quite paralyzing them. The requisite dose 
to produce complete paralysis is therefore 
approximately 1/20 to 1/10 gr. 





Oral Infection by Vincent’s Organisms. 


In the New York Medical Journal and 
Medical Record of August 1, 1923, St1LL- 
MAN and McCatt state that since the ex- 
citing cause is an infection by bacteria, it 
follows that any efficient non-irritating 
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antiseptic will give beneficial results. Em- 
phasis is to be laid on freedom from irrita- 
tion quite as much as on the efficiency of 
the drug. For instance, escharotics, includ- 
ing tincture of iodine used alone, are 
positively contraindicated. | Astringents 
also are of but little value. On the con- 
trary, it has been found that a combina- 
tion—an aqueous solution of iodine, such 
as Churchill’s, in combination with twenty- 
per-cent silver nitrate—is particularly ef- 
fective. The iodine solution is applied by 
any convenient means, as, for instance, a 
pledget of cotton, followed immediately 
on the wet iodine by a similar application 
of the silver nitrate. The result of this ap- 
plication is to produce a precipitate of sil- 
ver iodide upon the tissues, the chemical 
interaction eliminating the irritating effects 
of each drug. This application may be re- 
peated at intervals of two days, if found 
necessary, but should not be applied over 
a long period of time. The application 
should be made directly upon the ulcer. 

Sodium perborate is prescribed as a 
mouth-wash, the directions being to dis- 
solve a teaspoonful in half a glass of water 
as hot as the patient can comfortably bear 
it. This is used at intervals of half an 
hour, or less often, according to the severity 
of the attack. 

The sodium perborate must be fresh in 
order to be effective. Its efficiency lies in 
its power to liberate oxygen, since the Vin- 
cent’s organisms are anaerobic in character, 
It has a greater value than peroxide of 
hydrogen as it liberates its oxygen more 
slowly. It is mildly alkaline in reaction and 
is therefore devoid of the irritating quali- 
ties found in the usual peroxide solution. 
Peroxide of hydrogen diluted with a mild 
alkaline solution may, however, be used if 
fresh sodium perborate cannot be obtained. 

Many other drugs have been advocated 
for the treatment of this condition, such as 
chromic acid, a solution of arsphenamine 
and glycerin. The agents here recom- 
mended, however, have proved particularly 
satisfactory by reason of the rapidity with 
which they check the infection and the 
speedy relief from pain afforded the patient. 


Among the underlying causes of this 
infection are the accumulation of calculus 
and other concretions upon the tooth sur- 
face; irritation of the gingive by tobacco 
smoke; the presence of rough fillings, edges 
of crowns, etc. Another important cause 
is the influence of an irregular application 
of stress to certain teeth in the act of mas- 
tication. This inharmonious action of the 
teeth when in function has been called trau- 
matic occlusion. It has been called to the 
attention of the dental profession only dur- 
ing the last few years as a causative fac- 
tor in so-called pyorrhea. It has also been 
found that this condition is a frequent 
factor predisposing to Vincent’s infection. 

Subsequent to the prescribed medication, 
the factors just enumerated should receive 
attention. The deposits are to be removed 
and the surfaces of the teeth polished. 
Traumatic occlusion, if present, is to be 
corrected. 

The tooth-brush, which is the usual 
means of maintaining sanitation, is contra- 
indicated in the acute stage of the disease, 
since it causes laceration and irritation of 
the ulcerating gingival tissues. The patient 
may use instead a swab of cotton dipped 
in sodium perborate solution. This should, 
however, be supplemented by frequent 
cleansing by the dentist. 

This disease may have a fatal termina- 
tion in the absence of treatment. This 
seldom occurs, however, except in patients 
previously suffering from extreme debility, 
exposure to the elements, etc. Usually the 
natural resistance of the patient is sufficient 
to bring about an attenuation of the infect- 
ing organisms even in the absence of treat- 
ment, with the result that the infection be- 
comes chronic and may lose nearly all its 
cardinal symptoms. Diagnosis may, how- 
ever, be made through the identification of 
the spirochete and fusiform bacillus in the 
smear. 

Intense as is the virulence of the acute 
attack, cases of Vincent’s infection show a 
surprisingly rapid recovery when correct 
dental treatment is instituted. These same 
cases may, however, run a long course of 
acute and subacute symptoms in the hands 
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of the inexperienced practitioner. The 
prognosis for this condition is nearly al- 
ways favorable when a correct diagnosis 
has been made and proper treatment given. 





Medical Treatment of Peptic Ulcer. 


In the Atlantic Medical Journal for Aug- 
ust, 1923, Licuty states that the medical 
treatment is largely symptomatic. The 
symptoms which determine the treatment 
are largely (1) the hunger pains which are 
so graphically described by nearly all of the 
patients (some patients will speak of it as 
an empty feeling, of a burning in the epi- 
gastrium, or of a gnawing sensation) ; (2) 
the symptoms which come with disturbed 
motility, eructation of gas, regurgitation of 
food, nausea, sometimes vomiting, a heavi- 
ness in the epigastrium. 

The course of medical treatment should 
be determined by the degree of acuteness of 
the symptoms. Obstinate nausea and vomit- 
ing, especially with the presence of blood in 
the vomitus, or with blood in the stool, or a 
positive string test, indicate the necessity of 
most rigid care. The patient must rest in 
bed, preferably in a hospital, and have a 
trained nurse. Food should be withheld 
from the mouth and glucose feeding by the 
rectum done. The glucose solution should 
consist of 56 grains to the liter of normal 
salt solution and containing about 45 min- 
ims of deodorized tincture of opium. One 
and one-half liters may be given by the 
Murphy drip method in twenty-four hours. 
If the stomach is retentive, bismuth subcar- 
bonate, or sodium bicarbonate, or mag- 
nesium oxide, or tincture of belladonna, 
may be given in doses depending upon the 
degree of the acidity, the amount of pain, 
and other conditions. At the end of five or 
seven days, if the symptoms have subsided, 
and if the string test should be negative to 
blood, food is also given by the mouth, 
beginning usually in the following order and 
amounts: Every two hours two ounces of 
either white of egg water, barley water, 
cream and vichy water, or milk and lime 
water. These amounts are increased and 
the grades changed as conditions w:ll per- 


mit, in about the following way: four 
ounces, six ounces, eight ounces. The inter- 
vals between the feedings are made three 
hours and rectal feedings continued. This 
may be after an interval of ten days or two. 
weeks. The alkalies may be given midway 
between the feedings. To the food above 
specified is added gruels, junket, custards, 
ice cream, raw eggs, soft-boiled eggs, milk 
toast, cereals, toast and butter, mashed 
green vegetables, boiled potatoes, any whole 
vegetable, not sour, and finally, almost any 
dietetic dish which can be made from milk, 
cream, butter, eggs, flour, and sugar; also. 
stewed and raw fruits, not sour, are now 
allowed. The diet is brought up to the full 
caloric requirements and the patient is kept 
upon this for months, reporting at intervals 
for changes in diet. The stay in the hospi- 
tal is from three to four weeks. 

This is the treatment of an acute typical 
case. At any period in the course the treat- 
ment may be modified. Rectal feeding may 
not be tolerated, which is not a great mis- 
fortune. The resting of the stomach goes 
on the same or food may be given by mouth 
sooner, or at once. The string may reveal 
a blood stain after five to seven days of 
treatment. The same treatment is continued 
for five days longer, when, if the stain is 
still obtained, duodenal feeding through an 
Einhorn tube is instituted for ten to twenty 
days. Milk, cream, eggs, and sugar to the 
value of 2500 calories per day may easily be 
introduced. Sometimes in the course of 
such a treatment conditions and complica- 
tions are revealed which show that further 
medical treatment is useless. Surgical inter- 
vention is then instituted. 

Common-sense methods which will meet 
the indications, such as reducing the acidity, 
avoiding food stasis and food traumatism, 
and furnishing sufficient calories, are all 
that are needed. 

Certain complications which occur during 
the course of medical treatment should be 
mentioned. They will be very few if proper 
care is instituted. Constipation should be 
overcome with the diet or such alkaline lax- 
ative as magnesium oxide. Pain, if not 


relieved by the treatment already suggested, 
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may be met by the administration of ortho- 
form, or codeine or morphine. 

Treatment conducted on the lines sug- 
gested is most satisfactory, providing the 
codperation of the patient can be obtained. 

The medical treatment of peptic ulcer is 
established for the purpose of overcoming 
these symptoms and in the hope that the 
patient may be relieved or that the ulcer 
may heal. It is also concerned in establish- 
ing such a régime of living, including hy- 
giene and dietetic regulation, as may tend 
to prevention of a recurrence of the ulcer. 

Healthful living, removal of foci of in- 
fection, avoidance of acute systemic infec- 
tions, all tend toward increasing of body 
resistance in this as well as in other patho- 
logical processes. 

This constitutes the general treatment of 
peptic ulcer which must be instituted in any 
treatment, be it medical or surgical. 


The Causation of Asthma and Its 
Treatment. 

AcTon and Cuopra, in the Indian Medi- 
cal Gazette for August, 1923, state that in 
bronchial asthma vaccine therapy will 
rapidly bring about the cessation of attacks. 
But this immunity does not last forever, 
and much can be done to prevent subse- 
quent attacks of bronchitis by correcting 
any defects of the nose or throat by 
surgery and by the use of nasal douches. 
In the animal asthma group, removal of 
the cause is sufficient to cure, but if this is 
impossible on account of the occupation of 
the patient, as with jockeys, one can 
immunize the patient with small doses of 
the serum of the particular animal con- 
cerned, or with extracts from its hair, etc. 
In the food group, eliminating the par- 
ticular food from the diet, and then if 
necessary giving by the mouth very small 
doses of the proteid concerned until tolera- 
tion or acclimatization has been reached, 
should be resorted to; or the actual pro- 
teids concerned can be injected into the 
tissues. If the condition is due to derange- 


_ tion. 


ments of the large intestine, emetine, saline 
purges and dimol will cure these cases. In 
the food group milk can often be tolerated, 
provided that it is boiled and the lactalbu- 
men removed after cooling; likewise baked 
potatoes can often be eaten, but if boiled 
or fried may cause an attack. The pollen 
asthmas can be cured by injections of the 
particular pollen concerned. In the cases 
due to vagus stimulation by reflex irritation 
from the nose or pressure by bronchial 
glands, the correction of any defect of the 
respiratory passages or the treatment of 
the glandular enlargement by vaccine or 
tuberculin is indicated. In their Indian 
patients the habit of chewing pan should 
also be considered, as arecoline has a very 
powerful effect in causing bronchial spasm 
by its action through the vagus. 

Having arrived at the exact cause and 
how to get rid of it, we must not neglect 
the defensive mechanism of the body. Thus 
we know that the amine adrenalin can pre- 
vent the action of many of these bases 
when in sufficient concentration. Two of 
the most important factors that depress 
endocrine functions are fatigue and starva- 
The beneficial effect of diet and rest 
is well seen in many hospital patients. A 
marked improvement occurs, although the 
treatment in the first instance was quite 
wrong. In the same way arsenic acts in 
the food poisoning cases by increasing the 
general metabolism. Ghosh noted the fact 
some years ago that cases of asthma with 
a high eosinophile count were often cured 
by injections of soamin. 

When there are signs of pluriglandular 
endocrine syndrome, extracts of the glands 
often do good. Ascoli has recorded good 
results by stimulating the pituitary gland 
by #-ray irradiation. 

Lastly we have to deal with the state of 
the nerves, whether the case is one due to 
intoxication through the sympathetic, or 
through the vagus by irritation, and above 
these we have the highest center, the brain, 
from which impulses can come which can 
start an attack, as in the case of smelling 
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an artificial rose inducing an attack of 
asthma in a patient subject to pollen 
asthma. In all these states of high nerve 
tension good food, rest and a change to a 
suitable climate with healthy exercises do 
an enormous amount of good. In cases of 
vagotonia, attacks can often be warded off 
by taking caffeine and antipyrin ; whilst the 
antispasmodic action of the belladonna 
group combined with benzyl benzoate, given 
with syrup of tolu, is best seen in these 
cases associated with irritation of the vagus. 

The treatment adopted during the acute 
attack is too well known to need much 
amplification in this paper. But there are 
a few mistakes that are made. The dose 
of adrenalin given intravenously is often 
too large, 1 to 2 minims is often sufficient ; 
and secondly it is usually given too late. 
This is the only condition in which a 
patient can be trusted to use a hypodermic 
syringe, as he is often the only person 
present when the attack commences, and 
that is the time to give adrenalin. More- 
over 2 to 4 minims injected into the muscles 
causes no local vasoconstriction, and the 
drug acts like a charm in the cases of the 
animal and food poisoning groups. 

In bronchial asthma where vagal irrita- 
tion is present, an atomizer of cocaine and 
atropine often affords great relief. The 
various powders that are burnt and inhaled 
usually irritate, and only make the bron- 
chitis worse in such patients. 





Removal of Foreign Bodies From 
Nasal Spaces. 


Dunpas-Grant, in The Practitioner for 
August, 1923, states that operations directed 
toward the removal of conditions inimical 
to health and well-being are seldom so 
urgent as not to be relegated to the expert. 
Some, however, may quite properly be 
undertaken by the practitioner. 

Foreign bodies constitute a most interest- 
ing and important source of responsibility 
for the practitioner, and in dealing with 
them he must at once ask himself whether 


the foreign body or the operation for its 
removal is likely to do the more harm. We 
know how foreign bodies may remain in the 
nose or ear for years without causing any 
dangerous symptoms, much depending on 
their nature. 

Foreign bodies in the ear should, as a 
rule, be removed only by means of the 
syringe. This should have a fine point, and 
should be directed along the roof of the 
canal so as to bring out the foreign body by 
the return stream. If the intruder is a 
living animal, it should first be killed by the 
instillation of warm oil. If it is a pea or 
other vegetable body likely to swell, it may 
be hardened by means of alcohol. It is well 
in case of a small or unruly child to admin- 
ister an anesthetic. A specialist would avoid 
most forms of forceps and preferably use a 
curette, or, better, a small rectangular hook 
of strong steel with a very sharp point. 
This he would “pass on the flat” over the 
foreign body, and then turn its point down 
behind it so as to catch it and pull it out. 
Should the foreign body have been driven 
far into the depth of the ear, he might have 
to detach the auricle by the mastoid incision. 
If it is in the tympanum and causing dis- 
turbance (pain, giddiness, increasing con- 
gestion of the optic fundus, etc.), he may 
have to gain access to it by the mastoid 
operation. The practitioner should take an 
opportunity of observing the patency of the 
deeper part of the meatus when the auricle 
and cartilaginous meatus are detached from 
the bone. If the canal is inflamed, swollen, 
and narrowed, it should be treated by means 
of weak Goulard’s solution (subacetate of 
lead) drops on wool, or such a combination 
as acetate of lead 25 grains, solution of 
acetate of alumina 60 drops, distilled water 
an ounce (Burow’s solution). 

Foreign bodies in the nose must have 
their presence confirmed by examination. 
They usually occur in children, and the only 
evidence of their presence may be a uni- 
lateral purulent discharge which in adults 
would point to sinus suppuration and ob- 
struction. The least promising course to 
pursue is to push up a forceps. To clear 


the passage as much as possible the nose 
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should be sprayed with a few drops of 
pure adrenalin solution, or a one-per-cent 
cocaine should be instilled. To lubricate 
the part albolene may be freely sprayed up 
both nostrils, including the opposite one, so 
as to get behind the foreign body. The 
patient may then be able to blow the object 
out, or may be helped by means of a Pol- 
itzer bag applied to the opposite nostril. 
Attempts at extraction may then be made 
by means of a bent probe or such a hook 
as is recommended for the ear, which will 
fix itself into a substance as hard as the old- 
fashioned slate pencil and therefore into a 
piece of lead-pencil or chalk. 





The Thermal Death-point of the 
Tubercle Bacillus in Milk. 


Writing in the Lencet of August 18, 
1923, Brown expresses the belief that 
when tuberculous milk is heated either at 
60° C. for twenty minutes or at 70° C. for 
five minutes, it can safely be assumed that 
the bacilli are killed. If they are not act- 
ually killed, they are so enfeebled that the 
normal powers of resistance of the guinea- 
pig find the former an easy prey, and no 
tuberculosis develops. This statement he 
thinks: can in all probability be applied to 
man. More especially is this the case when 
it is not to be expected that the milk he 
drinks would ever contain such numbers 
of bacilli as have been given to the guinea- 
pigs, each guinea-pig receiving 0.02 g. of 
pure culture as a dose. Therefore, tuber- 
culous infection from milk treated with 
either of these two combinations of tem- 
perature and time factors may be entirely 
disregarded from an administrative public 
health point of view. 

But because either method of treatment 
will render milk free from infection, the 
effect of heat on the other constituents of 
the milk must not be disregarded; and it is 
now necessary to consider if both methods 
of treatment may produce equally good ef- 
fects, or if there are sufficient grounds for 
preferring one as opposed to the other. 

There is evidence to show that the organ- 


isms producing lactic acid in milk prevent 
the development of spore-forming organ- 
isms of the putrefactive group. Therefore 
the presence of the former in the treated 
milk is an advantage. Further, the effect 
of prolonged exposure to temperature ex- 
ceeding 65° C. has been shown to destroy 
valuable enzymes in the milk; and also 
the fat globules may be broken up, and the 
“cream line” lost. 

The question of the effect of heat on 
enzymes in milk has.been studied by many 
workers, and the results obtained are given 
by Race. His results show that exposure 
to temperatures of 65° C. and under for a 
period of 30 minutes has no effect on the 
enzymes found in fresh milk. Numerous 
workers quote figures dealing with this 
question, but the most recent and probably 
the most accurate authority on the subject 
is McCollum, who has done so much valu- 
able recent work on the nutritional value of 
various foodstuffs. The work of Hess and 
of McCollum together indicates that the 
effect of different degrees of heat on the 
nutritional value of milk is extremely im- 
portant in the consideration of scurvy in 
infants. 

Scurvy is considered by these workers 
as of bacterial origin, but the reasons can- 
not be gone into here. Sufficient it is to 
quote the conclusions come to by them. 
These are that milk heated to 74° C. for 
thirty minutes is more liable to cause scurvy 
than milk which has been pasteurized at 
63° C. or boiled. The explanation given is 
that at 74° C. nearly all the lactic-acid- 
forming bacilli are killed, and so the spore- 
forming bacilli alone remain, and in time 
bring about putrefactive decomposition. 
Further evidence is given to show that stale 
pasteurized milk augments the danger of 
development of scurvy in infants. 

They further add that pasteurization in 
itself does not seem to have any influence 
in lowering the nutritive value of milk, but 
that pasteurization should be carried out at 
the lowest temperature which will destroy 
the action of pathogenic organisms, and the 
milk consumed soon after treatment. 
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With these facts in view it would, there- 
fore, appear that the “flash” system as car- 
ried out in the majority of dairies in this 
country is inferior to the “holding” system, 
for the following reasons: 

1. Exposure to 70° C. for a mere mat- 
ter of a few seconds does not destroy the 
tubercle bacillus. 

2. By killing the harmless _lactic-acid- 
forming bacilli, the harmful putrefactive or- 
ganisms are more readily allowed to de- 
velop; and further— 

3. The fact that souring is prevented 
allows the milk to remain “sweet” to the 
housewife, whereas if “sour” it would not 
be used. 

4. The possibility of the lactose becoming 
scorched, the caseine hardened, and the 
calcium, magnesium, and phosphoric salts 
precipitated, and also the commercial ob- 
jection, viz., the “cream line” being inter- 
fered with. 

As the “holding” system, using a tem- 
perature of 60° C. and holding the milk 
thereat for at least twenty minutes, seems 
to have all the advantages and none of the 
disadvantages of the “flash” system, it is 
to be preferred. 

Brown concludes: 

It has been shown that by using 25 
strains of the tubercle bacillus no wide 
difference in the thermal death-point is 
found. 

The thermal death-point of this organism 
is practically similar for human and bovine 
types. 

The previous wide variations in results 
have been due to too little care in carrying 
out the experiments, and to the fact that 
the lesions caused in test animals had not 
previously always been given sufficient time 
to develop and be accurately diagnosed. 

If a temperature of 60° C. be used, it 
requires twenty minutes’ exposure to this 
degree of heat to prevent milk so treated 
carrying infection to the guinea-pig. 

If a temperature of 70° C. be used, it 
requires five minutes’ exposure to insure 
the same results. 

Of these two combinations of time and 
temperature factors, the former excels the 


latter, when the food value of the treated 
milk is also considered. 

The writer is of opinion that, until bovine 
tuberculosis can be stamped out at its 
source—namely, in the cow—proper pas- 
teurization of milk is the only safe method 
of rendering milk safe as a diet for human 
consumption. 


[The lack of vitamins can be compen- 


sated for by feeding the child tomato or 
orange juice.—Ep. ] 





Decapsulation of the Kidney in 
Eclampsia. 


The Lancet of August 18, 1923, in its 
“Annotations” reports a case of severe 
eclampsia with coma by NIEDERMEYER of 
Schonberg, in which the life of the patient 
was saved by decapsulation of the kidney. 

On January 9, 1923, the patient, a primi- 
para, aged twenty, was seized with eclamp- 
tic convulsions, which rapidly increased in 
severity and frequency until they were al- 
most continuous. The presentation was 
normal, and the membranes were intact, 
but the fetal pulse-rate rose rapidly and 
was soon imperceptible. Catheterization 
produced a few drops of brownish urine, 
which solidified on boiling. As the condi- 
tion was urgent, and there was little possi- 
bility of saving the child (seventh month), 
perforation was undertaken under light 
chloroform anesthesia, and the uterus was 
emptied. Treatment. by venesection, mor- 
phine, and chloral in a darkened room was 
given, but the hope that the rapid emptying 
of the uterus would arrest the convulsions 
was not realized. On January 10, at 10 
A.M., saline was given, one liter rectally 
and one liter subcutaneously, and at 11 
A.M. venesection was repeated. During the 
afternoon coma set in with loud snoring, 
cyanosis, and foaming at the mouth; at 3 
p.M. the saline infusion was repeated, but 
the coma deepened and was accompanied 
by complete anuria. A few drops of urine 
which were withdrawn coagulated. The 


respiration and pulse became worse, the 
face and lips were blue, the pupils dilated 
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and fixed, the face sunken, and there was 
a tracheal rattle. As death seemed immi- 
nent decapsulation was undertaken as a last 
resort. 

At 5 p.m. the kidney was exposed under 
light chloroform anesthesia, and without 
displacing the organ the capsule was re- 
moved as far as possible, the remainder 
being stripped back as far as the hilum. 
The wound was closed in layers and a 
gauze strip inserted into the lower angle. 
From the time of the operation onward 
there were no further .convulsions, the 
respirations and pulse improved, and the 
coma lessened into a quiet sleep, with dis- 
appearance of the cyanosis. On the follow- 
ing day, at 6 a.M., the patient reacted when 
spoken to, and at 9 a.m. 300 cc of light 
colored urine were withdrawn on catheter- 
ization; albumin by Esbach % per thous- 
and. In the evening 200 cc were with- 
drawn with a trace of albumin, and during 
the night a quantity of urine was passed 
spontaneously. On January 12 conscious- 
ness returned, and from the next day the 
urine remained free from albumin. The 
wound healed by first intention, and on the 
27th the patient was discharged. 

In this case it can hardly be doubted 
that the operation was directly responsible 
for the immediate improvement. Of in- 
terest is the rapidity with which the opera- 
tion had effect. Niedermeyer quotes Ede- 
bohls, who holds the view that decapsu- 
lation first shows its effect ten days after 
the operation; but from the experience de- 
rived from the case reported he cannot 
agree with him. It was obvious that here 
the effect was immediate, but he is inclined 
to think that the operation should only be 
undertaken in cases of acute anuria, and 
that in such cases it can have no purpose 
unless the effect is immediate. In discuss- 
ing the mechanism of the results of decap- 
sulation, he reminds us of the view 
expressed by Edebohls and others that new 
blood-vessels are formed between the sur- 
face of the kidney and the surrounding fat 
capsule, and thus the blood supply to the 
organ is improved. But it has been shown 
that in some cases a new fibrous capsule 
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very soon develops in place of the one 
removed, possibly before the new capil- 
laries have had time to form, and if a new 
capsule did not grow, the development of 
the new blood supply would be too late in 
acute cases, where the effect is required 
immediately. Most recent authors take 
the view that the chief effect lies in the 
mechanical relief of the renal tension, and 
the French writer Pousson speaks of 
“glaucoma of the kidney.” 

It appears that in acute anuria it is the 
enormous rise of intrarenal pressure, in- 
creased by the non-elastic, firm capsule, 
that leads to obstruction to the circulation 
and to the outflow of urine, and finally, to 
complete paralysis of the secreting cells. 
If this explanation is accepted, it is obvious 
that if decapsulation helps the kidney, it 
does so immediately, and it also explains 
why in chronic cases the results are so dis- 
appointing. It also explains why unilateral 
decapsulation is sufficient, for no sooner is 
the pressure on one side relieved, and the 
passage of urine accomplished, than is the 
attempt at secretion by the other lightened, 
and so the vicious circle is broken. The 
second kidney then gradually recovers its 
equilibrium. Obviously the danger of a 
unilateral operation is less than a bilateral, 
especially as the operation is hardly to be 
recommended except when other measures 
have failed and the patient is in extremis. 





Infantile Scurvy. 


GITTINGS, in the Archives of Pediatrics 
for August, 1923, states that in the treat- 
ment of frank scurvy in an infant the free 
use of orange juice, from 2 to 4 ounces a 
day, diluted with water, and in divided 
doses, practically is a specific. In a ma- 
jority of cases improvement can _ be 
expected within forty-eight hours and a 
complete cure in from two to three weeks. 
The exceptions are difficult to explain, 
unless there are other factors, such as 
severe gastroenteritis or secondary infec- 
tions to interfere. The age of the orange 
may also have some ‘influence, as the results 


y ’ 
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obtained with the juice of oranges late in 
the summer are not always so prompt as 
with that of the oranges of the new fall 
crop. 

If orange juice causes vomiting or fer- 
mentation, it may be added to double its 
amount of boiling water, cooled immedi- 
ately, and alkalinized by a pinch of 
bicarbonate of soda just before giving. 

Probably next in value to orange juice 
for infants is the strained juice of canned 
tomatoes, from 4 to 8 ounces a day in 
divided doses. 

Even without other changes in the diet, 
usually such measures will be curative, but 
it is well to substitute raw milk for cooked 
milk in the infant’s formula, if the state of 
the digestion permits. We may also give 
a strained vegetable soup containing pota- 
toes, onions, and spinach. In the rare event 
of failure, in spite of these changes, we 
may try freshly alkalinized diluted lemon 
juice in divided doses, 2 to 3 ounces a day. 

During the acute stage, when tenderness 
is marked, the handling of the child should 
be reduced to a minimum. In very severe 
cases wet applications of a solution of 
magnesium sulphate applied over the 
swellings are soothing. The milk formula 
should be weakened and skimmed milk 
used in place of whole milk, where there is 
much indigestion or vomiting. The use of 
lactic acid milk also is advantageous. 

The literature contains only a _ few 
reports of scurvy developing in breast-fed 
infants, and some of them are open to 
question, especially those which occurred 
before the fifth month. For prevention of 
scurvy as well as many others of the ills of 
infancy, human milk is almost a specific. 
Reasoning from the analogy that beriberi 
can develop in breast-fed infants if the 
mother’s milk is faulty, McCollum argues 
that the mother’s diet also must influence 
the antiscorbutic factor in her milk. 

Fresh raw cow’s milk will protect the 
majority of its users from scurvy. In the 
often quoted survey of the American Pedi- 
atric Society .in 1898, ;raw cow’s milk 


showed a better record even than breast 
milk. There need be little fear therefore 
of a baby developing scurvy who is fed on 
raw certified milk, providing the amount 
consumed equals or exceeds a pint a day. 

Whenever it becomes necessary to feed 
milk which has been boiled or pasteurized, 
some form of antiscorbutic food must be 
employed. Again, strained orange juice or 
strained canned tomato juice are the most 
available, and their use should not be 
delayed long after that of heated milk. A 
baby of four or five weeks can be given 
half a teaspoonful of orange juice twice a 
day diluted with water and slightly sweet- 
ened if necessary. This amount can be 
increased to a dessertspoonful twice a day 
by the tenth to the twelfth week. This 
latter amount is sufficient as a routine anti- 
scorbutic. If it disagrees, it may be scalded 
and alkalinized, as described. Tomato 
juice may be used in double the quantity 
of the orange juice. 

Another cheap substitute for orange juice 
is swede juice, obtained by scraping and 
pressing the raw vegetable. When strained, 
it can be fed in the same amounts as to- 
mato juice. By the sixth month strained 
vegetable soup may be added to the diet, 
and with such safeguards all danger of 
scurvy is obviated. 





Toxic Thyroid with Pathological Find- 
ings after Radium Treatment. 

In the Journal of Radiology for August, 
1923, Loucks states that when medication 
and other measures fail, one must choose 
between surgery, x-ray, or radium. 

The physiological findings after radium 
treatment can be reported en masse by 
stating that there is a general return to the 
normal of all pathological manifestations. 
The merits of radium treatment are strik- 
ingly shown in the number of his cases 
where the metabolic rate was taken before 
treatment and every three months there- 
after. Some were normal in three months, 
others nine months after treatment. Those: 











PROGRESS IN THERAPEUTICS 51 


with a high systolic and a low diastolic 
blood-pressure showed within a few weeks 
a more even balance of pulse pressure. 

The improvement in blood-pressure was 
noted three years before the installation of 
the metabolic apparatus. 

Tachycardia, even in muscular exhaus- 
tion when there is dilatation and valvular 
incompetence, is soon controlled so that an 
apex beat of 160 will within a month 
record one of 100 or 120. Myocardial 
degeneration with fibrillation (unless there 
is a general arteriosclerosis) in the later 
stages will be relieved. 

Tremor of the hands, fingers and lower 
limbs appears as one of the first symptoms 
and varies in different individuals. It is 
one of the first symptoms to subside after 
radium treatment. 

Hyperidrosis is usually confined to the 
palms of the hands and soles of the feet, 
but in women at the climacteric it may 
involve the whole body surface. 
subsides after a few months. 

Trophic changes of the hair, nails, and 
cuticle show signs of improvement after 
the toxicity is controlled. 

Within six weeks there is an increase in 
body weight, unless there is an extreme 
ptosis of the viscera. 

In the adenomatous type there is a gen- 
eral decrease in the size of the enlarge- 
ment, which varies and appears to depend 
on the cystic condition present. 

The specific physiological changes are 
many and are noted in the circulatory, 
digestive, and nervous systems. 

The blood coagulation time is lessened 
within a few weeks. 

The leucocytosis found with a hyper- 
active thyroid is reduced to or below 
normal within a month. 

The red blood-corpuscles become richer 
in hemoglobin, so that there is a distinctly 
higher color index. 

The blood chemistry shows an increase 
of blood sugar in hyperthyroidism, which 
is brought under control through better car- 
bohydrate metabolism. 


It usually 


Digestive disturbances, such as hyper- 
acidity and flatulence, with periodic attacks 
of diarrhea, are at first lessened in severity, 
and within a few months are completely 
controlled. 

As a sequence of the digestive disturb- 
ance, with absorption of foreign proteins 
and the toxic condition present in very 
active hyperthyroidism, there will develop 
symptoms of headache, nausea, and acetone 
odor of the breath. This condition of 
acidosis was found in three of his cases, 
and was treated with glucose and alkalies 
for two days prior to the radium applica- 
tion and for several days afterward. There 
was a rapid response to medication and a 
gratifying result from the radiation. The 
balance of thyroid secretion, the main 
factor in the vicious circle, is restored. 





Pulmonary Abscess Roentgenographic- 
ally Considered. 


STEWART, in the Journal of Radiology 
for August, 1923, states that he believes 
that all cases of lung abscess, either 
simple or multiple, should submit to a 
thorough course of bronchoscopic treat- 
ment before resorting to surgery. While 
there is no question that a certain per- 
centage of lung abscess cases will recover 
spontaneously, one should not wait for the 
possibility of such an event; bronchoscopic 
treatment should be commenced as early in 
the case as possible; manifestations of an 
acute infection should not be a contraindi- 
cation. 

As soon as the lesion is recognized, the 
establishment of free drainage by the 
bronchoscopic method is an immediate 
indication. In many cases the simple pro- 
cedure of clearing out the bronchi by 
suction and opening up the swollen and 
edematous bronchus leading to the abscess 
will be sufficient. More difficult cases 
require injections of solution of silver salts, 
such as collene or silver nitrate. If the 
process be persistent, injections of bismuth 
suspended in sterile sweet oil can be 
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resorted to. 
cases show 


He is confident that some 
improvement when treated 
with the z-ray after injection of the 
bismuth, probably not only due to the effect 
of the primary rays, but also the secondary 
rays emitted from the bismuth. 

Frequent roentgenographic examinations 
should be made while the patient is under- 
going bronchoscopic treatment; by this 
means, as well as by clinical manifestations, 
the progress of the case can be determined. 
In demonstrating this lesion roentgeno- 
graphically, the chest should be examined 
in all positions. The prone lateral posi- 
tion, with the tube in front and the plate 
behind, has proved most satisfactory in the 
hands of the author ; especially is it valuable 
when examining patients who are unable 
to maintain the erect posture. That 
cavities are more readily mapped out in 
this position is, no doubt, due to the fact 
that the abscess is more often oval than 
otherwise, with the long diameter extending 
from the root toward the periphery. 

Cases of lung abscesses, in which there 
is a large amount of induration with a 
minimum amount of softening, and many 
of the multiple form, do not respond well 
to bronchoscopic treatment; in these sur- 
gery must be resorted to. The question of 
how long to wait before surgical procedure 
is a debatable one; some cases received 
bronchoscopic treatment weekly for almost 
a year with a final recovery. 





The Cause of “Stitch.” 

In the British Medical Journal of August 
18, 1923, Moor states that “stitch” is a 
very common condition among adolescents ; 
it is often a very severe pain, felt generally 
at the costal margin on one side; it is 
brought on by running or riding, and 
ceases at once when the pace is reduced to 
a walk. There is another “stitch” which is 
felt above the clavicle on one side, in the 
same circumstances ; this is much less com- 
mon than the subcostal type. 

There are two possible 


causes for 


“stitch”: stretching of pleural or peritoneal 
adhesions, or interference with the action 
of the diaphragm by gas in the stomach or 
colon. This condition seems to him to be 
too frequently met with to be due to pleural 
adhesions, since these are not very common 
in young subjects. 

He recently saw a boy, aged twelve, who, 
when he ran, always got “stitch,” generally 
below the left costal margin; he had be- 
come so much worse that he had lately been 
compelled to sit down after walking a few 
hundred yards. He had had tuberculous 
glands in the neck, so that the existence of 
pleural adhesions was quite a reasonable 
assumption in his case; but Moor found 
extreme tympany in the splenic region. He 
was habitually constipated, as many boys of 
hisage are. Thinking that the gas was prob- 
ably in the splenic flexure he gave him a 
short course of gray powder, and a pro- 
longed course of dimol. In three days he 
was able to walk and run without any sus- 
picion of “stitch’—a thing he had never 
been able to do before. But he gets recur- 
rences if he leaves off the dimol for more 
than a few days. 





Chronic Bronchitis. 


In the Boston Medical and Surgical 
Journal of August 2, 1923, HAwEs sum- 
marizes his ideas on this subject as follows: 

He believes that chronic bronchitis is a 
definite clinical entity, occasionally primary 
but usually secondary to something else. 

Congestion following a weak heart, 
chronic interstitial pneu- 
monitis, are often mistakenly called chronic 
bronchitis. 

Chronic bronchitis may be classified as 
follows: 

Primary chronic bronchitis, due to: (a) 
Dust or other irritating substances. (b) 
Gouty bronchitis. 

Secondary chronic bronchitis, due to: 
(a) Chronic infection of the upper respira- 
tory tract. (b) Acute pulmonary infec- 
tion. (c) Gassing. 


bronchiectasis, 


Mistaken diagnoses. 
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Treatment depends on finding the cause, 
removing it if possible, and giving proper 
treatment. 

Asthmatic bronchitis is a form of asthma 
and not a true chronic bronchitis. 

Vaccine treatment should be looked upon 
as a last resort measure. It should never 
supplant or replace other therapeutic 
measures, and should be used only after 
a detailed search for other causes of 
chronic cough has been made without 
avail. The chief requisite in the use of 
vaccines is to see that they do no harm. 





Lavage in the Treatment of Vomiting in 
Infancy. 

Jackson, in the Archives of Pediatrics 
for September, 1923, states that in nine- 
teen difficult feeding cases, in which vomit- 
ing was the predominating symptom, the 
vomiting was checked by lavage and there 
Was an average gain of 1 pound, 12 ounces 
in the first month. In no case presenting 
the symptoms outlined was there a failure 
to check the vomiting. 


The Treatment of Whooping-cough in 
Private Practice. 

In the Boston Medical and Surgical 
Journal of September 6, 1923, McKrppen 
states that a month ago questionnaires were 
sent out to all the members of the New 
England Pediatric Society as well as to 
many other physicians 
United States. 
inactive 


throughout the 
General practitioners and 
had little or no 
experience with the pertussis vaccine. The 
answers from the men in active pediatric 
practice follow: 

The preventive vaccine 
showed about 95 per cent efficiency. 

Sixty-six per cent used plain vaccine for 
prophylaxis because it gives less local and 
general reaction. Thirty-four per cent 
used the combined for prevention, with 
equally good results except for the reaction. 
The results with curative vaccine treatment 
were as follows: 


pediatricians 


results with 


The appetite in the catarrhal stage did 
not usually disappear, but did in the 
paroxysmal stage, and returned in three 
weeks on both plain and combined vaccines. 

The vomiting, whooping, and paroxysms 
disappeared in 50 per cent in three or four 
weeks, 30 per cent in four to six weeks,. 
and 20 per cent got little benefit except 
freedom from complications and mortality. 
The mixed gave better results than the plain 
in the paroxysmal stage: Reduced to two. 
mild attacks at night in three to four 
weeks; initial dose averaged 0.2 cc; subse- 
quent doses increased gradually in four 
injections up to 1 cc (four billion plain, 
five billion mixed) ; average number of pre- 
ventive doses was three; average number 
of curative doses was five; average fre- 
quency every three days. 

Two manufacturers ran an even race for 
first place, and two likewise for the second. 
The gluteus maximus was chosen most 
often for site of injection, the deltoid 
second, and the subscapular region third. 

Very rarely fever, or a slight local reac- 
tion, was reported. Antipyrin 1% to 2 
grains and bromide 3 to 5 grains were the 
most used drugs. Few had any experience 
with s-ray therapy. All used the usual 
hygienic measures, abdominal support for 
vomiting, with food in small amounts at 
frequent intervals, particularly after vomit- 
ing. Topical applications to 
membrane or chest 


mucous 
were rarely used. 
Inhalations were prescribed for complicat- 
ing respiratory trouble. 

He believes that larger doses of fresh 
vaccine at more frequent intervals will 
reduce the above results in the paroxysmal 
stage by one or two weeks; that the 
number of cases unsatisfactorily respond- 
ing to the vaccine will diminish to about 7 
per cent; and, finally, complications, 
sequele and mortality can be reduced to 
less than 1 per cent, or even to nil if the: 
vaccine is used on exposure or in the early 
catarrhal stage. 

If further study of the 350 cases under 
consideration at the On Shore Bostom 
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Floating Hospital at the present time shows 
no permanent ill effects from x-ray therapy, 
then this promises to take the place of the 
disappointing drug therapy now being 
utilized before the vaccine takes effect. 





The Importance of Early Administration 
of Intraperitoneal Infusions in 
Dehydrated Infants. 


SmiTH and Kerper, in the Archives of 
Pediatrics for September, 1923, state that 
their experience would support that of other 
observers that infusions of normal salt solu- 
tion can be given intraperitoneally with a 
minimum of risk, practically no pain, and 
they are very rapidly absorbed. 

This method of treatment is of great 
value in cases of dehydration where insuffi- 
cient fluid can be taken by mouth. 

The method is more effective if em- 
ployed before extensive dehydration has 
begun. 

Repeated smaller infusions are probably 
of more value than larger amounts given 
less frequently. 





The Practicability of Transformation of 
the Intestinal Flora by Feeding Milk 
Cultures of Bacillus Acidophilus. 


Bass and Jones, in the New Orleans 
Medical and Surgical Journal for Septem- 
ber, 1923, state that the growth of B. 
acidophilus in the intestinal canal is influ- 
enced largely by the diet of the individual. 
Lactose and dextrin are both especially 
favorable, and, in fact, they can feed tem- 
porarily and experimentally a_ sufficient 
quantity of these substances to transform 
the intestinal flora from the usual mixed 
type to a much simpler one dominated by 
B. acidophilus and containing few or no 
putrefactive bacteria. It requires rather 
large quantities of these sugars, usually 300 
grammes or more daily, to bring about this 
result. [The difficulty is that this amount 
upsets digestion—Ep. ] 

No doubt the presence of much lactose 
in the diet of the nursling is an important 


factor leading to the maintenance of the 
usual B. acidophilus flora. 

Taking large quantities of cultures of B. 
acidophilus also leads to rapid transforma- 
tion of the intestinal flora in most instances, 
provided the diet is at all favorable. This 
method of changing the intestinal flora and 
thereby preventing intestinal putrefaction 
has recently been impressively brought to 
notice by Rettger and Cheplin, of the 
Sheffield Scientific Laboratories of Yale 
University. 

These investigators have shown by ex- 
periments on animals (rats) and on man 
that by feeding sufficiently large quanti- 
ties of a fresh culture of B. acidophilus in 
milk, which they call “acidophilus milk,” 
the intestinal flora may be simplified, the 
putrefactive bacteria being greatly reduced 
and B. acidophilus being established as the 
dominating organism. 

In their own investigations they have 
endeavored to learn more of the funda- 
mental influences which determine the 
intestinal flora, and to apply this informa- 
tion in attempts to improve methods 
whereby transformation of the intestinal 
flora may be brought about in the most 
effective and practical manner. Brevity 
precludes giving much detail. 

When properly produced, acidophilus 
milk makes a choice beverage. In fact, it 
is considered by the majority of those who 
have taken it as the most palatable form of 
sour milk (or buttermilk) they have ever 
tried. Twenty-four-hour cultures are most 
palatable and are most useful for the 
purpose. 

To get the best results, the acidophilus 
milk should be taken with the meals, pre- 
ferably some with each meal. The object is 
to heavily inoculate the food with viable 
bacilli. The quantity required is from one 


pint to one quart daily. Practically a glass 
of acidophlius milk with each meal gives 
best results. 

In persons taking acidophilus milk in 
this way, the number of B. acidophilus in 
the feces rapidly increases with correspond- 
ing decrease and sometimes practical dis- 
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appearance of all other bacteria. A high 
degree of transformation is accomplished 
within a period of from four to ten days, 
and this is usually maintained as long as 
the acidophilus milk is continued. 

Coincidentally with the transformation 
of the flora, the feces change from the 
former neutral or alkaline reaction to the 
slightly acid reaction characteristic of the 
feces of the normal healthy baby. 

In conclusion, by feeding a milk culture 
of a supposedly harmless organism, B. 
acidophilus, it is now possible and practical 
to transform the intestinal flora so that the 
putrefactive bacteria are greatly reduced 
or entirely eliminated. It remains for the 
future to show what, if any, therapeutic 
value this may have. 





Arsphenamine vs. Neoarsphenamine, 
with a Report of 1609 Injections. 


Merritt in The Military Surgeon for 
September, 1923, concludes that neoars- 
phenamine is as valuable a_ therapeutic 
agent as arsphenamine. 

A reaction of some sort, although often 
slight, is to be expected in from one-third 
to one-fifth of all injections. 

Neoarsphenamine is not as toxic as 
arsphenamine. 

Neoarsphenamine, because of the fact 
that it can be used in such small dilution, 
causes less shock to the patient and is thus 
more to be desired than arsphenamine. 





Four Deaths Caused by Sodium 
Fluoride. 

McNALLY, in the Journal of the Ameri- 
can Medical Association of September 8, 
1923, states that, in mammals, sodium 
fluoride causes salivation, gastroenteritis, 
dyspnea, convulsions, and failure of the 
heart and respiration. In man the chief 
symptoms are burning in the stomach and 
bowel, muscular paralysis, vomiting and 
diarrhea, and failure of the heart and 
respiration. Salivation was noted in only 


one case, while convulsions were not noted 
in any case. 

It is interesting to note that in all cases. 
death occurred in from three-fourths of an 
hour to four hours, with the exception of 
Baldwin’s case (from ten to twelve hours), 
and that the lethal dose was between 5 and 
10 gm. Intravenous injections in dogs of 
0.05 and 0.1 gm. of sodium fluoride per 
kilogramme of body weight are fatal. With 
white rats the lethal dose he found to be 
0.1 gm. of the chemically pure salt per 
kilogramme of weight when given by 
mouth, death being delayed for from eight 
to twenty-six hours. In the non-fatal cases. 
of poisoning, recovery occurred in from 
two days to one month. The toxicity of the 
sodium fluoride varies considerably in the 
different animals used, and probably is. 
more a factor than the purity of the salt 
used. Tappenier found 0.15 gm. per kilo- 
gramme of weight, Blauzat 0.08 gm. per 
kilogramme, while Brandl gave from 0.50 
to 0.60 gm. per kilogramme without the 
least accident. The values found by 
Rabuteau were in error, as his sodium 
fluoride was found to be impure. The 
action of hydrofluoric acid and sodium 
fluoride are similar. The latter is reab- 
sorbed in the stomach, so it does not make 
any difference whether it is given intra- 
venously or by mouth, the same changes. 
being found in the stomach mucosa. 

Schultz found that, when subcutaneously 
injected, the lethal dose for rabbits was. 
0.2 to 0.4 gm.; for dogs, 0.3 gm.; for frogs, 
0.005 gm. Heidenhain found from 0.05 to 
0.10 gm. per kilogramme of weight to be 
fatal to dogs when injected into the blood 
stream. Weinland found that sodium 
fluoride in 2.10-per-cent strength killed the 
mucous membrane from the throat of a 
frog in one minute; sodium iodide, 7.5 per 
cent, in ten minutes; sodium bromide, in 
forty-five minutes; sodium chloride, 2.9 
per cent, in sixty minutes. Grutzner, using 
equimolecular proportions of the foregoing 
salts, found the same order of sensitiveness 


for nerves. Czrellitzer concludes, after 
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reviewing the work of others, that sodium 
fluoride is an active poison for microérgan- 
isms of all kinds, alge, nerves and muscles 
of the higher organisms. 

Many mistakes in the future could be 
obviated if all the insecticides were colored 
with 10-per-cent lampblack or other color- 
ing matter. 

In suspected cases of poisoning, the 
soluble sodium salt may be rendered inert 
by conversion to the insoluble calcium 
fluoride by copious and repeated gastric 
lavage with lime water or a weak solution 
of calcium chloride. 





The Experimental Aspects of Iodide and 
Bromide Exanthems. 


Wite, in the Archives of Dermatology 
and Syphilology for September, 1923, 
states that three patients, all women, 
suffering from mental and cutaneous mani- 
festations of bromism, were markedly 
benefited, both with regard to the mental 
state and to the cutaneous condition, by 
the intravenous administration of decinor- 
mal salt solution given at two- or three-day 
intervals. 

In all three cases bromine could not be 
determined in the urine previous to the 
administration of the salt solution. The 
prompt appearance of the bromine—in two 
cases following the first injection, in the 
third following the second—leads to the 
conclusion that the mass action of the 
chloride had thrown bromide out into the 
blood, relieving the apparent mental 
toxemia, and in a similar fashion causing a 
marked diminution and gradual disappear- 
ance of the cutaneous manifestations. 

The sharp nephritis, together with symp- 
toms of actual shock, in his first case, can 
be explained probably by the sudden chem- 
ical change taking place in the tissues. 
The irritating effect of the passage of a 
bromine salt through the renal epithelium 
adds weight to the theory before mentioned, 
that bromide does not readily filter through 
the renal epithelium. Further weight is 


added to this view by the prompt disappear- 
ance of the nephritis coincident with the 
disappearance of the bromide in the urine. 

Intravenous injection of normal salt 
solution is therefore advocated in the 
treatment of both cutaneous and mental 
symptoms of “bromism.” 





The Present Status of Quinidine 
Therapy. 

In the Annals of Clinical Medicine for 
September, 1923, WoLFerTH states that 
quinidine in appropriate dosage has been 
shown experimentally to depress the prin- 
cipal functions of heart muscle, including 
contractility, conductivity, stimulus produc- 
tion, and excitability. It also prolongs the 
refractory period of heart muscle and 
causes paresis of vagus nerve action. 

The results of quinidine therapy are ex- 
cellent in cases of auricular fibrillation of 
short duration and good compensation. It 
is of little value in fibrillation of long stand- 
ing and is contraindicated in the presence 
of advanced heart failure. 

Digitalis, rather than quinidine, should 
be the first remedy employed in auricular 
flutter. 

Quinidine has shown promise of being 
valuable in the treatment of suitable cases 
of paroxysmal rapid heart action. It has 
no value in the treatment of simple tachy- 
cardia and a very limited field of useful- 
ness in extrasystolic arrhythmia. 





The Absorption of Drugs Through the 
Eye, Ear, Teeth, and Esophagus. 


Macut, in the Journal of Pharmacology 
and Experimental Therapeutics for Sep- 
tember, 1923, states that the experiments 
on the absorption of drugs through the eye 
indicate that many substances are absorbed 
through the conjunctiva, even when the 
nasal ducts are occluded. 

Absorption through the intact tympanic 
membrane and auditory canal can be dem- 
onstrated in the case of a number of drugs. 
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Absorption through dental alveoli can be 
strikingly illustrated by animal experiments. 

Absorption through the esophagus can 
take place in the case of certain drugs, but 
is much slower than through the gastric 
wall. 

The experiments emphasize the import- 
ance of taking into consideration systemic 
absorption in cases in which various medi- 
caments are applied for local purposes. 





Antitoxin in Diphtheria and the Intra- 
peritoneal Method. 


In the Archives of Pediatrics for Sep- 
tember, 1923, PLatou states that a new 
method of administering antitoxin, namely, 
the intraperitoneal, is suggested for selected 
cases of diphtheria. 

For infants and young children, the sim- 
plicity of technique over the intravenous is 
emphasized. 

Local discomfort, an annoying factor in 
the subcutaneous and intramuscular meth- 
ods, is absent in the intraperitoneal and 
intravenous methods. 

General reactions are noted as a possible 
hazard, greater in the intravenous than in 
the other methods. 

Absorption by the intraperitoneal route 
does not, of course, approach the intra- 
venous where antitoxin is delivered directly 
into the blood stream. Early absorption of 
antitoxin, however, as shown by tests on 
the blood after intraperitoneal injection, is 
approximately five times greater than after 
intramuscular injection. Within an hour 
it is more than sufficient to neutralize the 
circulating toxin in the blood of any case 
of diphtheria. 

Absorption by the intraperitoneal method 
is more rapid in infants than it is in older 
children. It is among the former that the 
procedure finds its greatest use. 

Intraperitoneal administration of anti- 
toxin is a safe and simple procedure. It is 
particularly applicable: (1) In advanced 
cases where suitable veins for intravenous 
administration are lacking. (2) In mod- 
erately advanced cases in which intravenous 


injection is not considered necessary or 
advisable, but in which more rapid absorp- 
tion is desired than can be obtained by the 
intramuscular method. 





The Progress of Insulin Therapy in 
Diabetes. 

In an editorial on this subject the 
Canadian Practitioner for September, 1923, 
states that the manufacture of insulin is 
now being undertaken on an extensive 
scale on this continent as well as in the 
British Isles, with a corresponding enlarge- 
ment of our clinical knowledge concerning 
its effects. Extended use has only offered 
further proof of the possibilities which 
were predicted for it when it was first 
administered to diabetic patients. A reali- 
zation of the definite character of its effects 
both in therapeutic and in poisonous dosage 
has bred a confidence in the minds of both 
physician and patient, which has made for 
the successful use of the extract. The care 
used by the original committee in introduc- 
ing insulin has been amply rewarded 
already by a remarkable uniformity of 
clinical result and similar freedom from 
untoward effects. Their insistence has 
always been on the need for caution in the 
use of such a potent therapeutic agent 
rather than on the wonderful effects that 
usually follow its use. 

One or two points seem to stand out of 
the many derived from greater experience 
with its use. Reactions from overdosage 
should be of infrequent occurrence except 
in cases where massive dosage must be 
employed, as for instance in the case of 
patients in coma. Overdosage may be 
avoided by first ascertaining the patient’s 
tolerance for carbohydrates, then balancing 
the carbohydrate additional to this with 
sufficient insulin, one unit of the latter 
taking care of approximately 1.5 grms. of 
carbohydrate. The dose must also be 
administered sufficiently near a meal to be 
absorbed at much the same time as carbo- 
hydrate is being utilized by the tissue. 

With a patient properly instructed in the 
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symptoms of overdosage (and every patient 
should be so instructed) the treatment of 
the symptoms, if they arise, is simple and 
affords almost immediate relief. Probably 
the simplest safeguard is to have every 
patient who is not under direct observation 
carry two lumps of ordinary cane sugar 
in his vest pocket, with instructions to take 
them on the first signs of overdosage and 
then report to his physician. 

There occurs a small proportion of cases 
in which insulin seems to add little to the 
power of carbohydrate utilization. It 
cannot be too strongly emphasized that, 
except in very early juvenile cases, appar- 
ently little is added to the permanent car- 
bohydrate tolerance of the organism, and 
therefore it should be impressed upon 
patients that its continued use is impera- 
tive. Hypodermic administration _ still 
remains the only successful method of use, 
but it has been demonstrated many times 
already that patients can be instructed in 
the use of the syringe and extract in their 
own homes with perfect safety provided 
that they thoroughly understand the com- 
pilation of attractive and varied diets, the 
use of gramme scales, and the accurate 
daily examination of the urine for sugar. 

The use of insulin has demanded of 
physicians a more intimate knowledge of 
diet in general and the dietetic requirements 
of diabetes in particular, and this will un- 
doubtedly result in a more exact dietetic 
treatment of the disease, quite apart from 
the use of the extract itself. While it is 
true that diet in relation to diabetes has 
had many able investigators before this age, 
nevertheless many more workers at the 
present time are bending their energies 
toward solving the problems of the relation 
of the different dietetic elements to nutri- 
tion than ever did so before. The need for 
accurate knowledge in this respect is greater 
when we remember that we cannot admin- 
ister insulin without feeding the patient. 

Moreover, unless rigid control of the diet 
is acquiesced in, the extract is absolutely 


contraindicated. Nor should insulin be 


used in cases whose basic caloric require- 
ments can be met by a properly propor- 
tioned diet alone. The disciplinary effect 
on a diabetic of a restricted diet is no mean 
factor in his ultimate salvation. 

Some very interesting investigation is go- 
ing forward at the present time regarding 
the production of vegetable extracts pos- 
sessing properties in relation to carbohy- 
drate metabolism, similar to those credited 
to insulin ; the importance of this, of course, 
lies in the hope of obtaining a much cheaper 
extract. Already the Connaught Labora- 
tories of the University of Toronto has 
been able to reduce the cost of the product 
by 40 per cent, which must be considered a 
creditable performance. 

The chemical structure of insulin and its 
actual mode of action are still unknown, 
and in this respect the theories advanced by 
some recent observers are of interest; they 
suggest that the effect of insulin on carbo- 
hydrate metabolism is a remote rather than 
an immediate one, and that the actual work 
is performed by a tissue oxidase, activated 
by insulin. The absence of glycolytic 
action of insulin in vitro noted by Eadie of 
Toronto suggests, although it. does not 
prove, that there is another factor present 
in the reaction, possibly of this nature. 





A Simple Method of Approximating the 
Proper Ration for a Diabetic Patient. 


KELtocc, in the Journal of the American 
Medical Association of September 8, 1923, 
states that in arranging a diet for a diabetic 
patient, first consideration must be given to 
the amount of protein, which should be 
sufficient to meet the needs of the body 
without loading it with an excess. Sherman 
has shown that 0.5 gm. of protein per 
kilogramme of body weight (1 calorie per 
pound) is sufficient to meet all physiologic 
needs. Newburgh finds that 0.66 gm. per 
kilogramme of body weight (1.2 calories 
per pound) is ample. Woodyatt employs 


1 gm. per kilogramme of body weight, and 
some practitioners recommend a still higher 
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intake of protein. All are agreed, how- 
ever, that excess of protein is injurious in 
diabetes, a fact pointed out by von Noorden 
many years ago. Since Folin has shown 
that all surplus protein is directly eliminated 
by the kidneys after having been converted 
into urea by the liver without making any 
useful contribution to the body needs, he 
considers it wise to keep the protein intake 
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as low as compatible with the satisfaction 
of physiological requirements, and hence 
accept as a good basis two-thirds of a 
gramme of protein for each kilogramme of 
body weight, or approximately one-third 
gramme of protein for each pound of body 
weight. This amount is found ample, pro- 
vided the proteins employed are of high 
quality. 





Surgical and Genito- 


Urinary Therapeutics 


The Gravity Method of Transfusion. 


Fisk (New York Medical Journal and 
Medical Record, July 18, 1923) requires for 
his method a platform scale with a capacity 
of 300 pounds, sensitive to variations of a 
quarter of an ounce. The scale is made by 
Fairbanks and is used in the silk trade. 
Two wooden tables are needed 18 inches 
wide and 80 inches long. The donor’s table 
is 32 inches high, the recipient’s table is of 
such height that when it is in position on 
the scale platform it is six inches lower than 
the donor’s table. Two arm-rests are 
needed made of thin oak board about 3% 
inches wide. The recipient’s arm-rest is 
straight as it is used in the horizontal posi- 
tion; the donor’s arm-rest bends sharply 
downward at the donor’s table at an angle 
of 45 degrees. 

The tourniquets should be red rubber tub- 
ing, one-quarter inch diameter, eighteen 
inches long. 

The blood-carrying tube is pure gum five- 
thirty-seconds of an inch inside diameter, 
seven-thirty-seconds of an inch outside, 
seven inches long. At each end is an adap- 
ter with a large lumen, with an attachment 
for the Fordyce needle. Gauge 13 needle 
is generally the best. A hot mixture of 
paraffin and petrolatum, fifty per cent each, 
is drawn through each blood tube and each 
needle, after which they are sterilized by 
steam in a vertical position, examined for 
patency, and resterilized. 

Both arms of both patients are inspected, 
as either arm of either patient may be used. 


The recipient lies on his table on the scale 
platform. His chosen arm is placed upon 
his arm-rest, which extends horizontally 
toward the donor’s table, all contact being 
avoided by the difference in level of the 
tables. If the umbilicus of the recipient is 
over the center of the scale platform, he 
will be sufficiently well balanced for 
accurate weighing. The donor lies on his 
table, which is about eighteen inches from 
the recipient’s table. The donor’s arm is 
on his arm-rest, which inclines sharply 
downward, so that the median basilic vein 
of the donor is close to that of the 
recipient. A space of half an inch is main- 
tained between the arms of the two patients. 
The recipient is weighed, and if necessary 
a small additional weight is placed on the 
scale platform, so that the beam will 
balance with the poise close to the zero 
mark on the beam. Tourniquets are 
applied to the arms of both patients, the 
donor’s tourniquet especially being snugly 
placed. The fields are sterilized with 
iodine. The operator now introduces a 13- 
gauge Fordyce needle into the vein of the 
recipient, and at once the nurse releases the 
recipient’s tourniquet and removes it. A 
. spurt of blood, followed by a steady flow, 
should mark a successful entry of the 
recipient’s vein. If the puncture of this 
vein is satisfactory, the operator at once 
introduces another 13-gauge Fordyce 
needle, attached to the rubber blood-carry- 
ing tube, into the vein of the donor. While 
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the blood is flowing in good volume from 
the tube, it is quickly attached to the 
recipient’s needle. The transfusion now 
‘proceeds automatically. The nurse follows 
the rate of flow by shifting the -poise on 
the scalebeam. If for any reason the flow 
should cease, the scalebeam would cease to 
rise. With good veins and a successful 
puncture the flow is very constant, and the 
beam tends to rise steadily until the nurse 
has gradually pushed the poise out to the 
point which has been decided upon as the 
end-point. When the poise is at this point, 
and the beam is balanced, the transfusion 
has been completed. The operator then 
compresses the rubber blood-tube to stop 
the flow. At the same time he releases the 
.donor’s tourniquet. While still compress- 
ing the tube, the operator withdraws both 
needles from the veins, and elevates the 
arms of both patients to prevent bleeding 
from the little needle wounds. Sterile 
compresses are applied, and the arms may 
be brought down after about three minutes. 

The gravity method calls for rather bulky 
apparatus. However, in an emergency 
everything may be dispensed with, except 
the tube and two needles, paraffined and 
sterilized, and two tourniquets. In such a 
case the amount of blood transfused would 
be judged by effect upon the recipient. 





The Abortive Treatment of Syphilis. 


Leven (Urologic and Cutaneous Review, 
July, 1923) states there are three points 
which are crystallized out of the general 
discussion of the possibility of aborting 
syphilis. These are: the early generaliza- 
tion throughout the body of the syphilis 
virus; the gradual, and not sudden, appear- 
ance of the Wassermann positive reaction ; 
the insufficiency of the present biological 
tests for establishing the actual occurrence 
of a sure and certain cure. 

Moreover we must recognize the fact 
that the kind and the intensity of the treat- 
ment are not the indices of success, but that 
we must always take into consideration the 
individual immunizing factors. 
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The early generalization of the virus 
throughout the body is the reason for the 
uncertainty of the result of the abortive 
treatment; furthermore the fact that there 
is only one and the same essential factor in 
syphilitic processes also is a reason for this 
uncertainty, and Wassermann’s idea that 
lues may be separated into two fundamen- 
tally different stages is incorrect. He di- 
vides the course of syphilis into the ante- 
and post-Wassermann periods and looks 
upon the syphilitic in the first stage as 
merely the carrier of the spirochete, and 
not as an individual who is really diseased 
with syphilis. 

Wassermann’s assumption that there are 
no syphilitic foci in the tissues before the 
Wassermann positive period is in contra- 
diction to the results of Neisser’s experi- 
mental investigations, which have shown 
that long before there is any observable 
lesion at the point of inoculation the spiro- 
chetes can be detected widely diffused in the 
body. 

When the individual has numberless me- 
tastatic foci in the tissues, it goes without 
saying that from all that we know of bio- 
logical laws a reciprocal action between the 
cells of the body and the spirochetes takes 
place, and also that the substances upon 
which the Wassermann reaction depends 
are formed, and this is the proof of the bio- 
logical reaction of the tissues according to 
Wassermann’s own contention. 

If now at this stage of the disease we are 
not able to get a positive Wassermann re- 
action, the reason lies in the crudeness of 
our method. In itself the Wassermann 
reaction does not come about by sudden 
leaps and bounds, but it begins with the first 
invasion of the spirochetes, and becomes 
gradually stronger until the substances giv- 
ing rise to it have reached a concentration 
making possible its detection. 

There consequently exists not a qualita- 
tive difference between the syphilitic who 
harbors the spirochete, but who does not 
show the Wassermann positive reaction on 
the one hand, and the syphilitic whose blood 
gives the reaction on the other. 

Recently Nathan very clearly demon- 
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strated the fact that the early or late de- 
tection of the presence of the substances 
giving the Wassermann reaction depends 
upon the method employed, the manner in 
which the extracts used for the antigen have 
been produced, etc. The biologically sharp 
line of demarcation which Delbanco draws 
between the sero-negative and the sero- 
positive phase is for this reason to be dis- 
credited. He seeks to establish that so long 
as the spirochetes are confined to the lym- 
phatic glands there is no Wassermann re- 
action, and only when they break through 
this bound does the Wassermann reaction 
show itself. Now it is true that the lymph 
glands constitute a trap for catching all 
infectious organisms, but a very inefficient 
filter for the spirocheta pallida. 

As we know from the experimental in- 
vestigations of syphilis and from our ex- 
perience with syphilis in human beings, the 
filter does not hold up to the sero-negative 
period. 

Alexander found that in a strikingly 
high per cent of primary and early second- 
ary lues, before the beginning of the com- 
bined course of treatment, the acusticus 
was definitely and specifically diseased al- 
though no subjective symptoms existed. Of 
one hundred and six patients there were 
only nine in whom the acusticus was not 
diseased. This symptomless affection of 
the acusticus was detected in five sero-nega- 
tive cases out of ten, which is worthy of 
special notice for our contention.. As Alex- 
ander correctly remarks, this is a sure sign 
that very early, before clinical or serological 
symptoms become prominent, the eighth 
nerve may be attacked by the spirochetes. 
Moreover, Arzt and Karl, who reported 
their studies on the spirochetes in the blood 
of early syphilis, showed that the defibrin- 
ated blood taken during the actual primary 
stage, that is to say, during the Wasser- 
mann negative stage, produced syphilis in 
rabbits upon inoculation. This they suc- 
ceeded in doing twice in five experiments. 

As Neisser has shown, the inoculation of 
pieces of the organs succeeds with relative 
frequency from the eleventh day on, which 
shows that even at this early period the 


spirochetes are present in the organs. It is 
true that these inoculations were made upon 
monkeys, but what is true in this respect in 
regard to monkeys is all the more true in 
regard to human beings, according to Neis- 
ser, and also according to the generally ac- 
cepted views, for the latter are much more 
susceptible to infection with the spirochetes 
than the former owing to the fact that 
human tissues afford a better culture me- 
dium for the spirochetes than the tissues of 
the monkey afford. 

The hope of destroying at one stroke the 
millions of spirochetes distributed through- 
out the body with one course of treatment 
and thus to decide the fight definitely in 
favor of the human body, is far fainter 
under the actual conditions as they exist 
than it would be if the spirochetes were all 
collected in one place, as was often 
formerly believed before the days of ex- 
perimental investigation of syphilis, and as 
is even yet believed by those who are in 
ignorance of the results of these investiga- 
tions. 

Kolle’s view accords with Neisser’s 
experiments, the results of which show that 
a generalization of the virus throughout the 
body occurs before the primary chancre 
shows itself. This fact established by 
experiment is constantly lost sight of or not 
sufficiently appreciated. 

It is evident from what has been said 
that the Wassermann test is a diagnostic 
means in some cases: a measure of the 
severity of the disease it most certainly is 
not, as we know very well. Positive cases 
may run a fortunate course and die of old 
age or of intercurrent affection, whereas 
the seemingly fortunate bearer of a nega- 
tive reaction may on the contrary develop 
the most severe type of the disease. If we 
summarize the matter we may say that 
since syphilis need not necessarily have 
been got rid of where there is a negative 
biological reaction, we have no trustworthy 
indication for the success of our treatment 
at our disposal. We can judge only after 
the lapse of years or decennials whether in 
a given case the individual has remained 
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exempt from a return of the disease. Only 
in the sense of a long existing failure of 
the presence of clinical or serological symp- 
toms is it possible for us to speak of a cure. 
We approach ever and ever nearer to the 
probability of a cure the longer the time 
elapses with freedom from any such 
symptoms, always assuming that during 
this time there has been no treatment of 
any kind administered, but we can never 
arrive at absolute certainty. It remains a 
subject for future investigation to find a 
way which will enable us to decide the 
question of the cure of syphilis. 

In reference to the abortive treatment 
with one course, the examination of the 
spinal fluid demonstrates how uncertain it 
is as an index of cure. The investigations 
of Alexander already alluded to show that 
in from five to ten sero-negative primary 
infections there was syphilis of the nervus 
octavus. The fact remains to-day beyond 
all question that in primary and secondary 
syphilis without any symptoms of the 
nervous system the spinal fluid shows 
demonstrable changes in nearly eighty per 
cent of cases; in fresh cases only in a rise 
of pressure; as the disease progresses, in 
albumin and in increase of the cells as well 
as in the presence of the positive Wasser- 
mann reaction. It follows from a publica- 
tion of Frihwald that in sero-negative lues 
the spinal fluid was altered pathologically 
in 10.7 per cent of cases, and Nonne asserts 
that in the first months or even in the first 
weeks acute early meningitis occurs. In 
late stages of syphilis as well as in the later 
periods of latency, there is on the contrary 
a considerable diminution of the patho- 
logical changes in the spinal fluid to be 
observed. Dreyfus, in a study of 250 cases 
of latency without any symptoms on the 
part of the nervous system, found in only 
nineteen per cent of the cases any changes 
in the spinal fluid. The cases embraced in 
this study were only those which had been 
treated improperly or not at all in indi- 
viduals in the so-called tardy-latent period. 
The establishment of this fact is of the 
greatest importance. “It shows that in a 


larger part of the cases of lumbar changes 
this condition retrogresses even with a 
method of treatment which we regard at 
present as insufficient. In this behavior of 
the spinal fluid and its tendency to spon- - 
taneous return to the normal, lies the 
indication that not only our therapeutic 
measures, but also the body as such for 
itself alone, possess powers of recuperation 
which operate intensively in curing syphilis, 
and even relieve the symptom which is the 
most difficult of all to influence, to-wit, the 
pathological changes in the liquor cerebri.” 

In the majority of cases in the initial 
stage the clinical freedom from symptoms 
and a negative Wassermann reaction may 
be attained by salvarsan treatment, and 
while both of these together do not prove 
that the syphilis is cured, they constitute 
the objects which we seek to attain in the 
very first place, for if they are not attained 
there cannot be any thought of a cure. 

We shall arrive at a method of treatment 
effecting a certain cure from all present 
prospect only when we have succeeded in 
reaching and destroying the spirochetes by 
some method of serum or of vaccine 
therapy. So long as a method of this kind 
is not at our disposal we must, for safety’s 
sake, substitute early treatment in several 
courses for the abortive treatment in our 
present efforts in recognition of the fact 
that on the one hand the distribution of the 
spirochetes takes place during the incuba- 
tion period, and on the other hand the lues 
may not have been eradicated in spite of the 
failure of any biological reaction known at 
present. In this manner we afford our 
patients a greater chance of recovery. 





Rectal Injections of Ether in Childbirth. 


THALER and HUset (Zentralbl. f. Gynak., 
March, 1923) report the results in 100 
cases of childbirth in which a mixture of 
90 gm. of ether and 120 gm. of olive oil 
was employed; they were satisfactory in 
88 cases, negative in 4. In 80 of the 100 


cases normal or very strong labor contrac- 
In some cases the labor 


tions were noted. 
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seemed to be even improved by the injec- 
tion of the ether-oil mixture. In the other 
20 cases labor was reduced by the injec- 
tion. In these cases, quinine or pituitary 
extract was used as an adjuvant, mainly 
in order, by shortening the duration of the 
birth, to lessen the consumption of ether. 
The average duration of the birth was for 
the 73 primiparas 2034 hours; for the 27 
multiparas, 10% hours. In all cases in 
which the sleep was profound the women 
did not strain, and consequently the ex- 
pulsion period was no doubt prolonged. 

No anomalies of the afterbirth period 
were observed; 84 of the children were in 
normal condition at birth and cried immedi- 
_ ately; 14 were apneic for a short time, 
though they looked well and began to 
breathe normally at the end of five minutes, 
at the most, without any special attempts 
at resuscitation being necessary. In two 
cases the infants were suffering from typi- 
cal asphyxia. Of these, one (a spontaneous 
birth) was revived in a short time; the 
second (a forceps delivery) could not be 
resuscitated. In the majority of cases, 
during the intervals between labor contrac- 
tions the patients lay as if asleep, but dur- 
ing the labor contractions they were slightly 
restless and would groan occasionally. As 
during twilight sleep, the women received 
physical impressions but could not retain 
them in the memory. Ether-oil injections 
should be given only in hospitals where the 
patient can be under. constant observation 
and any emergency promptly met.—China 
Medical Journal, July, 1923. 





Surgery of the Hepatic and Common 
Bile Ducts. 


In an abstract of a paper read by WIL- 
LIAM J. Mayo (British Medical Journal, 
July 7%, 1923) it is stated that in the period 
from December 31, 1890, to December 31, 
1922, there were 16,980 operations per- 
formed on the biliary tract for all condi- 
tions—acute, chronic, and malignant—by 
the eleven surgeons on the general staff of 
the Mayo Clinic, with an average mortality 
of 2.6 per cent. Of these operations 1920 


were on the hepatic and common ducts, 
with an average mortality of 7.8 per cent. 
In the ten years from 1910 to 1920 the 
average mortality for operations on the 
great bile duct was 6.8 per cent. In 1921 
the mortality for operations on the common 
and hepatic ducts was 5.6 per cent, in 1922 
it had dropped to 3.8 per cent, while in 
1922, for 942 cholecystectomies, it was 1.6 
per cent. 

All patients dying in the hospital follow- 
ing operation, without regard to the length 
of time thereafter or the immediate cause 
of death, were classified as having died 
from the operation. It may seem some- 
what severe to classify patients as having 
died from operation who, when operated 
on, had chronic nephritis, hepatic insuffi- 
ciency from biliary cirrhosis, and second- 
ary cardiorenal disturbance, the result of 
months of cholemia and duct infection, and 
patients who died in the hospital some 
weeks after operation from causes not con- 
nected with the operation. 

Certain fundamental principles which 
greatly affect the welfare of surgical pa- 
tients must be evaluated. They concern 
(1) mortality from the operation, (2) 
benefit from the operation, and (8) dis- 
ability following the operation. 

The pride of the operator and his statis- 
tical skill in honestly juggling percentages 
make most astonishing apparent differences 
in statistics which are nearly identical. For 
instance, the early transference of the dan- 
gerously ill patient to the medical side of 
the hospital because of a medical complica- 
tion, from the standpoint of surgical statis- 
tics, is helpful. If operations rather than 
cases are counted, and a number of opera- 
tions are performed on the same patient, a 
small series of cases may make a large 
series of operations. Mortality estimated 
by cases is high; estimated by the number of 
operations it is low, although the number 
of deaths would be the same. Again, a 
slight operation which does not cure will 
be the test in a bad case. If the patient 
does not react well, the curative procedure 
with the major operative risk, for many 
reasons, may not be undertaken; conse- 
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quently the patient is not given the chance 
for cure which a primary radical operation 
would have given. 

We study surgical tragedies and endeavor 
in every way to hold operative mortality at 
the lowest point, but the mere fact that a 
patient recovers from an operation is not in 
itself sufficient. If he does not receive 
sufficient benefit to warrant the risk of life, 
the pain and suffering from the operation 
itself, the expense, and the loss of time, 
he has just cause for dissatisfaction. On 
the other hand, if a more radical operation 
would have resulted in correspondingly 
greater benefit, an increase of primary risk 
might be justified. 

The question of postoperative disability is 
important. A surgical procedure should be 
planned so that the patient, with the least 
possible risk and loss of time, will receive 
the greatest possible benefit. To-day indus- 
try is on a full-time basis, and every un- 
necessary day that the patient is disabled 
is an economic loss. To perform several 
operations when one would suffice, and thus 

deduce an apparent but not true reduction 
in mortality, to use a type of incision not 
strictly indicated for the work at hand, or 
to use unnecessary drainage which will con- 
fine the patient to bed longer, or leave him 
with a greater hernia liability, is unjust. 
This economic loss is illustrated by a com- 
parison, at ten-year intervals, of the hospi- 
tal morbidity following operations on the 
biliary tract. The methods in use to-day, 
as compared with methods used ten years 
ago, save for each patient operated on in 
the clinic ten days of hospital time, or 
thirty-six years of the lifetime of one per- 
son each year. 

The incision used in the majority of op- 
erations on the biliary passages has been 
the incision introduced by Bevan in 1898, 
slightly modified. The method of McAr- 
thur, in leaving undivided the posterior 
aponeurosis, the peritoneum, and the nerves 
in the lower third of the incision, is fol- 
lowed because the posterior aponeurosis, 
peritoneum, and nerves are sufficiently 
mobile to be drawn down readily by a re- 
tractor. 


Secondary operations on the common 
duct for the romoval of stones, especially 
if the gall-bladder has been removed at the 
first operation, may be most difficult, par- 
ticularly if dense adhesions bind the area 
in a confused mat, and a state of hepatitis, 
or biliary cirrhosis, makes the liver bleed at 
a touch. 

The importance of removing all stones 
from the common duct cannot be over- 
estimated. In nearly one-third of the deaths 
following operation on the common duct 
for stone in our series, post-mortem exam- 
ination revealed that all stones had not 
been removed. Since post-mortem exam- 
inations are made on more than 90 per cent 
of patients who die in the hospital, this 
checking up has been of very great impor- 
tance in adding to knowledge, although 
often most humiliating to the surgeon. 
Perhaps some of the stones which are sup- 
posed to have re-formed in the common 
duct are left over. 

Next to gall-stones in the hepatic and 
common ducts, operative injuries during 
cholesytectomy are the most common cause 
for operations on the common duct. The 
most serious and difficult operations are 
those which have for their purpose restora- 
tion of totally interrupted biliary connec- 
tion between the liver and the intestinal 
tract. When the common or hepatic duct 
has been injured, and the fact has been 
recognized at the time, failure successfully 
to repair the injured duct has not occurred 
in a single instance. A study of the opera- 
tive methods employed in these cases, from 
the standpoint of ultimate results, indicates 
that in any case in which a piece of the 
duct has been accidentally removed, and 
the injury not discovered and repaired at 
the time, thus necessitating secondary re- 
construction, direct union between the 
stump of the hepatic duct and the duodenum 
is the best operation. 

Of the causes of death after operation, 
hemorrhage, hepatic and renal insuffi- 
ciency, and infections of the bile ducts are 
the most common. These conditions are 


directly related to the existing chronic ob- 
structive jaundice, hepatitis, biliary cirrho- 
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sis, dehydration, and chronic under-nour- 
ishment. Walters reviewed the post-mortem 
records, for a five-year period, of patients 
who died following operation on the biliary 
tract, and demonstrated that in 58 per cent 
of the patients with jaundice who died 
within the first week after operation there 
was more or less blood in the abdominal 
cavity, usually the result of oozing from 
slight injuries to the liver. Of itself the 
hemorrhage was not always sufficient to 
cause death, but it was a contributing fac- 
tor. In jaundiced patients in poor condi- 
tion, unless there is a definite indication, 
cholecystectomy is not added to the risk of 
operation on the common bile duct because 
of the danger of injury to the liver, which 
adds to the possibility of slow postoperative 
oozing. 

As these patients are dehydrated and usu- 
ally unable to take much nourishment, an 
attempt is made before operation to intro- 
duce a quantity of water into the system to 
aid renal elimination. As a rule it is diffi- 
cult to accomplish this by mouth; it is best 
accomplished by proctoclysis, or subcu- 
taneously. 

A third factor of importance in these 
cases is hepatic insufficiency, which runs 
parallel with renal insufficiency. In the 
presence of hepatic insufficiency the blood 
sugar may appear to be at the normal level 
when it is not truly so, because of the con- 
centrated state of the blood from dehydra- 
tion. Therefore, in the presence of he- 
patic insufficiency, 5 per cent glucose, in 
plain water by rectum, or 3 per cent in 
sodium chloride solution subcutaneously, is 
given. 

In order to check the hemorrhage cal- 
cium chloride intravenously has proved 
effective, and in certain cases blood trans- 
fusion is a remedy of remarkable efficiency. 
Failure of normal blood-clotting in the 
jaundiced patient is a specific indication of 
deprivation of blood calcium. It remained 
for Lee and Vincent to give calcium in a 
10-per-cent aqueous solution intraveneously, 
with striking results. When the adminis- 
tration of calcium fails to reduce the 
clotting time to normal, blood transfusion 


will usually cause a temporary reduction in 
the clotting time sufficient for an operation 
to be performed. 

The careful preoperative management of 
jaundiced patients has greatly reduced the 
mortality of operations. In two years in 
not a single instance in the clinic has a pa- 
tient so prepared died from hemorrhage 
following the operation. 





An Improved Method of Adjusting 
Tubes in Carrel-Dakin Treatment. 


LILIENTHAL (The Military Surgeon, 
August, 1923) notes that in the treatment 
of large surface wounds by the Carrel- 
Dakin method it has always been a difficult 
matter to distribute the tubes so as to get 
the greatest irrigation advantage and at the 
same time keep each tube in place with no 
shifting when the patient moves about. To 
counteract this tendency to slip, Carrel 
originally advised the use of tubes covered 
with Turkish toweling, running several 
strands of thread through each tube, 
spreading them out upon the wound and 
holding them in place by gauze. This, 
however, has not proved quite satisfactory 
because the Turkish toweling becomes 
clogged and has to be removed before each 
using; nor do the strings prevent the dis- 
arrangement of the tubes when the indi- 
vidual is restless. 

Lilienthal has recently been treating a 
patient who had an enormous granulating 
wound of the chest wall in which there was 
a most stubborn infection by the hemolytic 
streptococcus. The dressings were ex- 
tremely difficult and complicated, the patient 
a nervous, sensitive woman. Finally, the 
nurse in the case, Miss Rebecca Hervey, 
who had had a large surgical experience 
with the British forces during the war, and 
who had received a royal decoration, hit 
upon the following interesting and useful 
expedient for applying the Carrel-Dakin 
treatment in this case: 

The tubes were woven into a piece of 
paraffined netting (which goes under the 
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trade name of parrasined gauze). This 
fabric is stiffened by the paraffin so that it 
holds its form and it does not adhere to 
the granulations. The netting with the 
tubes fixed in position is simply laid in its 
proper place upon the wounded surface, is 
covered with gauze and bandaged, leaving 
the ends of the tubes free for the irrigation 
with Dakin’s solution. The woman is able 
to be up and about, and during many weeks 
the method has proved itself of great value 
and comfort. The idea is presented here 
so that it may be popularized in the surgical 
profession. 





Treatment of Greenstick Fractures. 


Futton (The Journal-Lancet, August 1, 
1923) describes a case of greenstick frac- 
ture wherein a child two and a half years 
old was treated by straight splints, so 
padded as to make continuous but variable 
pressure, having for its end the correction 
of the deformity. The constant pressure 
was secured by means of rubber bands. In 
two days the bones were brought to a per- 
fectly straight position. Thereafter the 
usual splinting method was employed. He 
applies similar principles successfully in 
fractures of the clavicle. 

The most frequent site of fracture is in 
or near the middle third, and the treatment 
is comparatively simple for this region. 
But one pressure splint is used. It should 
be oval in shape, slightly curved, and long 
enough to extend a little to each side of the 
fracture. The splint may be cut from 
tough splint cardboard, split sole leather, or 
a thin plate of metal. It must be padded, 
of course, and held in position over the 
site of the fracture with adhesive plaster 
tape. The pressure is applied with rubber 
bands, in loops of adhesive tapes, stretched 
tightly over the splint and held by means 
of adhesive tapes applied to chest and 
back. The forearm should be placed in a 
sling. 

The details of this procedure need some 
elaboration. It is well to first apply a strip 
of adhesive plaster, from two to, four 


inches in width, from the costal margins in 
front to within an inch of the clavicle, and 
another similar strip to the back, from the 
waist up. These plasters are for the pur- 
pose of providing large tension areas, to 
reduce creeping to a minimum. They 
should be applied from below upward and 
under tension, to avoid wrinkling under an 
upward pull. It is on these tension plasters 
that the tapes carrying the rubber bands 
are applied, with extra tapes, in the form 
of an inverted V, to distribute tension. 
The tapes carrying the rubber bands should 
have the inner parts of the loops surfaced 
so as to be non-adhesive, and pinned with 
a small safety-pin, to avoid creeping. All 
rubber bands should be held in position 
with adhesive tape; and wherever possible 
adhesive plaster under tension should be 
bandaged for an hour or more, to insure 
good adhesion. 

The treatment of fractures at the 
acromial end is the same as for fractures 
of the middle third. 

A fracture near the sternal end requires 
a narrow splint with a pad, as heretofore 
described, with a long lower end extending 
diagonally across the sternum and held 
firmly with adhesive plaster. The upper 
end of this splint should extend about an 
inch above the fracture. The rubber bands 
are attached to the upper end of the splint 
and from there to the back in the manner 
previously described. In some cases a 
hinge in the splint, just below the pressure 
pad, is necessary, in order to secure pres- 
sure in the right direction. These details 
may be wearisome, but they are essential 
for satisfactory results. 

The application of this method to treat- 
ment of dislocations of the clavicle may be 
taken up. These dislocations are unique in 
being among the easiest to reduce and the 
most difficult to retain in position. 

The pressure splint for either end of the 
clavicle must be placed directly over the 
reduced dislocation. Patients with sternal 
dislocations should be kept on their backs 
for at least two weeks and have full dress- 
ing on for three or four weeks. 











the acromial end are 
much easier to control. They should be 
dressed in position as for ordinary frac- 
tures. The writer thought in some cases 
of sternal dislocations this position might 
be necessary also. The adhesives and 
splint should be applied with shoulder in 
position, or the plaster will be wrinkled and 
the splint misplaced when the shoulder is 
put up and back. In three or four weeks 
the forearm may be carried in a sling with 
dressing off. 


Dislocations at 





Secondary Operations on the Biliary 
System. 


Moyninan (Lancet, July 7, 1923) ob- 
serves that a study of the nature and con- 
dition of the disease must chiefly have re- 
gard to the factors bringing about the for- 
mation of stone. These factors are dual: 
infection reaching the bile channels, and an 
increase in the cholesterol content of the 
blood. The great majority of the stones 
which require removal are formed in the 
gall-bladder ; when stones are found in the 
ducts it is because they, or the small parti- 
cles from which the larger stones develop, 
have escaped from the gall-bladder. But 
there are cases, happily few in number, in 
which stones are formed in the smaller 
ducts within the liver, or in the larger ducts 
which lead to the intestine. An infection 
may reach the gall-bladder from several 
directions—from the blood-stream; from 
the bile flowing downward from the liver; 
from the lymphatic plexuses of the appen- 
dix, pancreas, liver, etc., which most freely 
anastomose with that of the gall-bladder; 
from the common duct, which in turn re- 
ceives infection from the duodenum; and 
finally, by contiguity through adhesions to 
neighboring organs. A search for infective 
lesions must therefore involve a scrutiny of 
the whole body, so that the most lurking 
area of infection may be revealed. A fail- 
ure to discover such an infection may be 
responsible for a recurrence of stones in the 
gall-bladder, the liver, or its ducts. 

The cholesterol content of the blood is 
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an important agency in the causation of 


gall-stones. In conditions other than chole- 
lithiasis or cholecystitis, low or normal 
values have been found to be the rule. In 
uncomplicated cases of cholelithiasis, on the 
other hand, the cholesterol content of the 
blood tends to be high. . 

In all the cases of cholelithiasis examined 
a marked fall in the cholesterol content of 
the blood was observed shortly after the 
operation. This fall is not confined to cases 
of cholelithiasis. 

The treatment of the patient after opera- 
tion must therefore take into account this 
condition of hypercholesterolemia. The 
following instructions as to diet are given 
to all patients after operation: Articles of 
diet which must be avoided: yolk of egg, 
brains, kidneys, sweetbreads, liver, goose 
and duck, pork and game, stewed and fried 
meats, cream and cheese, fresh fruit and 
green vegetables (for three months), but- 
ter (only to be taken in small amounts, if 
at all). A recurrence of symptoms after 
an operation upon the common bile-duct 
may also depend upon the following cir- 
cumstances: 

Stones may be overlooked or left behind 
in any part of the extrahepatic ducts, in- 
cluding the ampulla of Vater. There are 
times when even a practiced surgeon may 
have his doubts about the presence of a 
stone in the common duct. In cases in 
which the gall-bladder is thick and shriv- 
eled, and has ceased to perform its func- 
tions, the common duct may be found not 
a little dilated. After the gall-bladder has 
been removed the same change constantly 
occurs. What Rutherford Morison calls 
the “natural cure” of cholelithiasis consists 
in the closure of the cystic duct and the 
shrinking of the gall-bladder until it be- 
comes a mere fibrous or calcareous cover- 
ing for the stones remaining inert within 
its cavity. The common duct then may be 
obviously, even grossly, dilated. The ques- 
tion of how best to decide whether such a 
duct contains a stone is one that surgeons 
answer differently. The enlargement of 
glands along the duct and the presence of 
hard nodules in the head of the pancreas 








68 THE THERAPEUTIC GAZETTE 


may cause the surgeon to feel almost confi- 
dent that a stone is present. And in such 
circumstances the opinion is very generally 
given that the duct should always be opened 
and “explored.” Exploration of the duct 
with anything but the finger is a most un- 
certain method of discovering or locating 
a stone. A probe or a small scoop will 
miss a calculus, even one of good size, over 
and over again, especially if it happens to 
be in a little pocket aside from the main 
channel of the duct. Beyond any question 
the surest method of deciding whether the 
duct contains a stone is to pass the first 
and second fingers of the left hand through 
the foramen of Winslow and the thumb in 
front of it, and to palpate the duct and 
compress it between the fingers and thumb, 
as they travel gently upward and down- 
ward. To the expert fingers the tiniest 
fragment of stone can be felt as soon as 
the duct is empty of bile. The left hand of 
an assistant, if he too is expert, should 
carry out an independent investigation. 
During the last few years the author has 
rarely opened a common duct merely for 
the purpose of deciding whether it con- 
tained a stone. 

When a stone which lies concealed in the 
ampulla of Vater has been overlooked at 
the primary operation, the duodenum should 
be opened and McBurney’s or Kocher’s 
operation performed. After either of these 
operations the drainage of bile into the 
duodenum is very free and unimpeded. The 
making of a large opening at the lower end 
of a dilated duct, with, or more often with- 
out, the suture of the duct edges to the 
duodenal wall, will allow stones of even 
medium size to escape readily into the 
intestine. 

Particles of grit may be left in the lower 
intrahepatic ducts, or in the hepatic or com- 
mon duct, and inadequate drainage may not 
give them time to escape. The question of 
drainage after the operation of choledocho- 
tomy is one that still exercises the minds of 
surgeons, and certain surgeons who ought 
to know better are practicing and advocat- 
ing the immediate suture of the duct after 
every operation upon it. In every case of 


obstruction of the common duct by calculus 
there is cholangitis, and in a large number 
of cases there is mud, or dust, or sand, in 
addition to the larger stones. When there 
is a large solitary stone of recent descent 
from the gall-bladder, the closure of the 
duct may sometimes be safely performed. 

Moynihan makes it a rule, and has done 
so for many years, to drain the hepatic duct 
in all cases of multiple stones. Some of the 
patients are gravely ill, and in them the 
method of McArthur of passing a catheter 
down the duct into the duodenum for the 
purpose of giving fluid nourishment is in- 
valuable. The catheter acts by the method 
of “continuous dilatation,” which Sir Henry 
Thompson originated and wisely advocated 
for the treatment of urethral stricture. Any 
narrowing of the common duct is, for a 
time at least, completely overcome, and dur- 
ing that time the smaller stones or the 
coarse dust and mud of the ducts above are 
able to escape into the intestine. 

When many stones and much mud have 
been removed from the common and hepatic 
ducts, small particles of grit may long con- 
tinue to descend upon the gauze strips 
passed up into the ducts to clear them. In 
such cases Moynihan passes Carrel tubes up 
into as many of the intrahepatic ducts as he 
can recognize. These ducts are sometimes 
so large as easily to contain the finger, and 
there is no difficulty in passing tubes into 
them. Around the common-duct incision a 
barrier of dental rubber is placed. At the 
end of twenty-four to thirty-six hours, 
when the peritoneal cavity is sealed off, he 
starts the intermittent irrigation by the 
method of Carrel, washing the ducts out 
with large quantities of sterile salt solution 
or plain boiled water. In one such case the 
nurse counted a few hundred stones and 
weighed them, and finally weighed the total 
mass of tiny stones and particles of coarse 
dust washed down from the liver. She 
assessed their total number in this way as 
“well over a million!” The operation was 
four years ago, and there has been no recur- 
rence of symptoms, though the operation he 
performed was the fourth attack made on 
the common duct. 











It would appear that in such cases the 
most likely route of delivery of infective 
material to the liver is by the splenic vein. 
In a later case than this, in which the spleen 
was slightly enlarged, the author performed 
the sixth operation upon a patient, drained 
the blocked hepatic ducts of many thou- 
sands of small stones, and then removed the 
spleen. The washing out of the ducts con- 
tinued for six months; after that time the 
bile drained away through the wound, 
which has closed and broken down again 
several times since, but stone formation 
appears definitely to have ceased. Moyni- 
han therefore advocates drainage of the 
hepatic duct in all cases of multiple calculi; 
drainage with irrigation of the ducts in 
many of the cases, especially the secondary 
ones, in which the ducts contain great quan- 
tities of mud; the employment of the 
method of McArthur of catheterism of the 
lower part of the duct; and in cases in 
which the lowest part of the duct contains 
calculi, a more frequent resort to the opera- 
tion of McBurney. If typhoid organisms 
are found in the bile the administration of 
urotropin by the “thump” method is neces- 
sary. Thirty grains of acid sodium phos- 
phate in one pint of water are taken during 
the day, and at night a single dose of uro- 
tropin beginning at 30 and increasing to 60 
grains is taken. At the end of a week a 
respite of a few days is allowed during 
which alkalies are given, when the adminis- 
tration of urotropin again begins and is 
again interrupted. 

In cases of primary cholecystectomy fail- 
ure to divide the cystic duct at the proper 
place may be responsible for disaster. The 
variations in the mode of entry of the cystic 
duct into the common duct and the varia- 
tions in the vascular supply of the gall- 
bladder and ducts have not been sufficiently 
considered by surgeons in the past; the 
recent work of E. R. Flint in this connec- 
tion may be studied with great advantage. 
The cystic duct not infrequently runs for 
an inch or more side by side with the com- 
mon hepatic duct, to which it is closely 
bound, until it enters with it into the forma- 
tion of the common duct. The two may, 
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indeed, not unite until they almost reach 
the duodenum. If a long piece of the cystic 
duct is left behind, a stone may lie within it 
and there increase, or may quietly migrate 
from it and escape into the common duct. 
On the other hand, too much of the cystic 
duct may be removed, and with it a piece 
of the common duct, or of the hepatic duct. 
The pelvis of the gall-bladder is at times 
so intimately adherent to the common duct 
that when the gall-bladder is lifted up to 
enable the cystic duct to be cleared, the 
common duct may be stretched, and then so 
closely resemble the cystic duct that the 
greatest care is necessary to distinguish 
them. The inviolable rule in the surgery 
of the gall-bladder and of the common duct 
is this: “See exactly what you are doing, 
and until you see do nothing.” 

At the primary operation upon a case of 
cholelithiasis when stones are present both 
in the gall-bladder and in the common duct, 
the question as to the best procedure to 
adopt with reference to the gall-bladder will 
always rise. At a time when operations 
were performed with difficulty and attended 
by grave risk, at a time, too, when relief 
from symptoms after operations by com- 
petent surgeons was less frequent than it 
is now, it was felt that removal of the gall- 
bladder was unwise. If mistakes were to 
be made at all, it was safer to make the 
mistake of leaving the gall-bladder than 
the mistake of removing it: the former 
error could be made good, the latter was 
almost irreparable. But as the quality of 
surgery improved, and as by degrees we 
learnt that recurrence of stones in the 
common duct was so frequently due to 
recurrence first taking place in a gall-blad- 
der which had only been drained, and that 
pancreatitis might arise and often probably 
did arise by extension from the walls of a 
diseased gall-bladder, the practice of the 
removal of the gall-bladder grew more 
common. A study of its walls showed 
often that they were filled with organisms, 
and that the elastic and muscular coats 
were so thoroughly disorganized, and the 
mucosa so changed, as to render the viscus 
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incapable of adequately fulfilling its func- 
tions either as a reservoir competent to 
discharge its contents on demand, as a 
regulator of the rate of discharge of bile, 
or as an organ secreting a constituent which 
it was proper for the bile to possess on 
entry into the intestine or otherwise. The 
cases in which the gall-bladder is needed 
for anastomosis with the duodenum at a 
second operation are now so exceedingly 
few that this consideration need hardly 
weigh with the surgeon as he reflects upon 
the course he is to follow. 

The present practice of most surgeons 
whose experience is large is to remove the 
gall-bladder at the time the common duct 
is emptied of its stones. 

There are conditions of the pancreas, its 
chronic or subacute inflammatory states, 
that may cause a very close mimicry of the 
symptoms of calculus obstruction of the 
common duct. The frequency of the asso- 
ciation of disease of the pancreas with 
cholelithiasis is variously estimated by dif- 
ferent observers. The pancreatic changes 
are not easily measured during an opera- 
tion. It is difficult to gauge the size of an 
organ so long and so remote with any 
approach to accuracy; and qualities of tex- 
ture in respect of hardness, in one part or 
another, cannot be expressed in terms that 
make one surgeon’s experience comparable 
with that of another. 

The typical symptoms of calculous ob- 
struction of the duct may occur in the 
absence of calculus. In operating upon 
such cases it is a little disconcerting to find 
a distended common duct in which no stone 
is present. The head of the pancreas, 
especially, will be found enlarged and hard 
and edematous. The duct lies in such inti- 
mate relationship with the gland that a 
swelling of the latter compresses the duct, 
causes stagnation of bile, and consecutively 
a degree of cholangitis that may be very 
severe. In such cases the T-shaped tube of 
Kehr may be used to drain the hepatic duct 
intermittently, or, as he prefers, two cathe- 
ters may be introduced, one draining the 
hepatic duct, the other passing downward 


into the duodenum and affording the chan- 
nel by which abundant nourishment may be 
given. 

All the operations upon deeply jaundiced 
patients raise two questions—that of hepatic 
insufficiency and of its avoidance, if such be 
possible, by an adequate preliminary prep- 
aration of the patient, and that of postoper- 
ative hemorrhage. The symptoms due to 
the failure of the liver are apt to come quite 
unexpectedly. The operation has perhaps 
presented no unusual difficulties, and the 
patient leaves the operation theater in good 
condition. For a few days all goes well; 
then one of two events attracts serious at- 
tention. The amount of bile discharged 
may suddenly diminish or almost cease; 
jaundice deepens slowly ; the pulse becomes 
slower ; the mind is clouded ; nourishment is 
sparsely taken or refused, when it is well 
taken vomiting begins; the amount of urea 
in the blood steadily augments, the patient 
grows rapidly weaker, and dies after a 
period of coma. 

Postoperative hemorrhage is due to the 
reduced power of coagulation of the blood, 
and this probably depends upon a lack of 
calcium salts. The deficiency of these is 
made good in two ways: by direct trans- 
fusion of blood, or by the intravenous ad- 
ministration of 5 cc of a 10-per-cent solu- 
tion of calcium chloride on three successive 
days, as advised by Walters, and by Lee and 
Vincent. The giving of calcium salts by the 
mouth, even in colloid form, has little effect, 
when indeed it has any, upon the calcium 
content of the blood. The coagulation time 
of the blood may be brought down to the 
normal or to the near neighborhood of the 
normal by the intravenous administration, 
and the operation carried out at the appro- 
priate moment. In all these cases it is 
necessary to administer as much glucose as 
possible by the mouth and by the rectum, 
and at the operation to take every care to 
ligature the smallest vessels. It may some- 
times be prudent to postpone the removal 
of the gall-bladder because of the slow but 
unceasing weeping of blood from the de- 
nuded surface of the liver which sometimes 
follows upon cholecystectomy. 











Tue TREATMENT OF DIABETES MELLITUS. 
liott P. Joslin, M.D. Third edition, enlarged, 
revised, and rewritten; illustrated. Lea & 
Febiger, Philadelphia, 1923. Price $8. 


By EI- 


The text of the new edition of Dr. Jos- 
lin’s book on diabetes is, we are informed, 
based upon the observation of no less than 
3000 cases. He dedicates this new edition 
to Banting and Best and the Toronto group 
of insulin workers, and we note with in- 
terest that he regrets that Pavy, who for 
two generations carefully studied diabetes 
in England, did not live long enough to be 
made joyful by the recent advances which 
have been due to insulin. 

A noteworthy point in connection with 
the work which has been done by Dr. Joslin 
has been that while constantly advancing, 
he has nevertheless been controlled by con- 
servatism in the expression of his views. 
In this volume he points out that insulin 
does not cure diabetes, but is a priceless 
gift to the severe diabetic, provided he be 
intelligent and faithful, further pointing 
out that whereas 10 per cent of all diabetics 
seen in a year died in the same year, the 
mortality has decreased more than 3 per 
cent in 293 patients treated with insulin. 
Perhaps the more remarkable statement is 
that of 48 children, 46 remained alive and 
that the two deaths were accidental. Con- 
sidering the severity of diabetes mellitus in 
children, this is a most interesting and im- 
portant statement. 

The reader of this review is naturally 
interested as to the thoroughness with 
which diabetes mellitus is discussed. The 
first part of the book is devoted to the study 
of insulin, beginning with a consideration of 
the function of the islands of Langerhans, 
giving directions as to the administration 
of this new remedy, and finally discussing 
the behavior of insulin in the course of 
diabetes, with details as to the causes of 
death of diabetic patients treated with in- 
sulin. In Section II, 60 pages are devoted 
to the etiology, incidence and curability of 
the disease; Section III deals with the 
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physiology and pathology; Section IV with 
the examination of the blood, urine, and 
respiration; Section V with diet in health 
and diet in diabetes; and then in Section 
VI the author reverts once more to specific 
statements as to treatment, with particular 
reference to the complicating factors of 
obesity, infections, pregnancy, gall-stones, 
and the effect of exercises. In Section VIII 
he discusses foods and their composition, 
and in Section IX gives height and weight 
scales equivalents and tables for computing 
metabolism. Foot-notes are constantly in- 
troduced as bibliographical references, and 
a large number appended to important 
chapters. 

The book is a credit to American med- 
icine and will do much to maintain the 
reputation which its distinguished author 
has already achieved. 


DISEASES OF THE SKIN. By Richard L. Sutton, 
M.D., LL.D. Copiously illustrated; 5th edi- 
tion, revised and enlarged. The C. V. Moseby 
Company, St. Louis, 1923. Price $10. 

This very exhaustive work in derma- 
tology now covers 1214 pages. Consider- 
ing that it deals with a specialty, it is re- 
markable that in a brief space of seven 
years it should have reached a fifth edition, 
proving, first, that it has met with the 
approval of dermatologists, and, secondly, 
that a large number of general practitioners 
have found it useful. As there are 1069 
illustrations it is evident that there are 
nearly as many of these as there are pages. 
In addition there are 11 colored plates, mak- 
ing about 100 new illustrations in the pres- 
ent edition. The author tells us that some 
600 new literary references have been care- 
fully selected from a list of several thou- 
sand. Care has been taken to discuss a 
number of conditions and diseases of the 
skin which have been recently recognized 
or which have increased in importance be- 
cause of the greater frequency with which 
they are recognized. 

The author not only appends a great 
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number of references to his chapters, but 
takes pains to include prescriptions, illus- 
trating the methods which he would employ 
in treating the case if it were before him, 
which perhaps is one of the reasons for 
the popularity of the work. 

Concerning the treatment of epithelioma 
of the face and other superficial carcino- 
mata, the author tells us that the use of 
radium has given him better results than 
the x-rays, which is fortunate, in that its 
use is exceedingly simple and convenient, 
comparatively speaking. He adds that in- 
dividuals with a light, fair skin are usually 
more susceptible to the use of the x-rays 
than brunettes, and, of course, the sur- 
rounding healthy tissues should be pro- 
tected by lead coil. 

It is very difficult to successfully illus- 
trate a book on dermatology in such a way 
as to truly resemble the conditions as they 
are met with in life. The author is to be 
congratulated upon the achievement of 
making his illustrations remarkably lifelike. 


OssTETRICS FOR Nurses. By Charles B. Reed, 
M.D. Illustrated. The C. V. Moseby Com- 
pany, St. Louis, 1923. Price $3.50. 

Amongst all the books which have been 
published for nurses in the last few years, 
and there are a multitude, we presume that 
one devoted to obstetric nursing will prob- 
ably fill the largest field. The author has 
seen fit to introduce 144 illustrations and 
two colored plates, one of which deals with 
pathogenic organisms found in the par- 
turient canal. The first edition appeared 
in 1917. All the criticism which can be 
advanced against books designed for nurses 
in distinction from books designed for 
physicians could be urged here. How wise 
it is to discuss all those symptoms from 
which a pregnant woman may suffer from 
time to time is questionable. On the other 
hand, much useful information is given in 
those sections which are devoted to the 
actual treatment of a pregnant woman be- 
fore labor and during it. The author evi- 
dently regards twilight sleep with approval. 

If the book had been entitled “Obstetrics 


for Midwives” it would, perhaps, have been 
more correctly described on its title-page, 
being more suitable for the lay-woman who 
is to supervise parturition than for the 
nurse who is to act as an assistant to the 
professional obstetrician. 

The book is well printed, the illustra- 
tions are clear, and the advice is conserva- 
tive. The volume closes with a therapeutic 
index describing briefly the drugs which are 
commonly used in obstetrics, and with a 
glossary giving in some detail the techni- 
cal terms which are used to describe things 
which exist in or about the parturient wo- 
man in health and disease. 


A PracticAL TEXT-BooK ON INFECTION, IMMU- 
NITY AND BroLocicAL THERAPY. With Special 
Reference to Immunologic Technique. By 
John A. Kolmer, M.D., D.Sc., with an Intro- 
duction by Allen J. Smith, M.D. Illustrated, 
third edition, thoroughly revised and mostly 
rewritten. W. B. Saunders Company, Phila- 
delphia, 1923. Price $12. : 

This book, considering that it deals very 
largely with laboratory technique, as in its 
earlier editions, has proved a wonderful 
success. It is only eight years since the 
first edition appeared, and at that time we 
gave it the highest praise. Its author, by 
his original investigations, has come to be 
recognized here and abroad as an author- 
ity in this field. The text is beautifully 
illustrated in black and white and in colors, 
the great majority of the illustrations being 
original. When we state that the text cov- 
ers no less than 1210 pages, some idea of 
its exhaustive character can be gained. It 
must not be thought, however, that it deals 
solely with laboratory methods,. Again 
and again the author shows that he is fa- 
miliar with the clinical side of medical in- 
vestigation and treatment. Thus in the 
chapter upon cerebrospinal meningitis a 
very considerable number of pages are de- 
voted to the methods which should be em- 
ployed in combating this acute and danger- 
ous malady. So, too, in considering the 
meningitis due to the pneumococcus, a 
careful description is given of the use of 
antipneumococcus serum and the employ- 














ment of ethyl-cuprein-hydrochloride and 
other remedies. Numerous other illustra- 
tions of these clinical ‘facts might be cited, 
as, for example, a description of the serum 
for the prophylaxis of measles. We know 
of no book on these topics as authoritative, 
accurate, and clear as this. It is a note- 
worthy publication for the additional rea- 
son that while its pages possess a very 
personal character, in the sense of repre- 
senting the author’s own experience, he 
gives most copious bibliographical refer- 
ences on almost every page. 

Not only is Dr. Kolmer to be congratu- 
lated upon his ability to produce so excel- 
lent a volume, but the American medical 
profession is also to be congratulated that 
it possesses in its ranks one so well quali- 
fied to write with authority and to do it 
so well. 


Précis De DerMaToLocice. J. Darier, Médecin 
honoraire de l’Hopital Saint-Louis; Membre 
de l’Académie de Médecine. Third Edition, 
986 pages, 211 illustrations. Paris, Masson & 
Cie, 1923. 

The present edition has been thoroughly 
revised, particularly in the sections dealing 
with sensibilities, tuberculids, blastomyco- 
sis, leukemias, epitheliomata, and precan- 
cerous dermatoses. 

The therapy of syphilis has recently 
undergone so many modifications that the 
treatment of this important disease has 
been amplified. 

The therapeutic notes, which form the 
last portion of this volume, have been aug- 
mented by numerous additions, 

The author has continued the unique 
arrangement of subjects as employed in 
previous editions. 

The book is divided into two parts: 
Part 1, Morphology of the Dermatoses 
(chapters I to XXII); and Part 2, Nos- 
ology of the Dermatoses (chapters XXII 
to XXXI). 

Morphology signifies from the author’s 
point of view “what can be seen” on the 
skin. 

The various dermatological outbreaks are 
therefore grouped, in the first part of the 
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book, according to their anatomical and 
pathological characteristics. 

The dermatological types and cutaneous 
affections are considered as syndromes 
rather than pathological varieties or 
diseases. 

Those diseases, such as eczema, psoriasis, 
lichen, etc., in which the causes are multi- 
ple, complex, or unknown, are considered 
not diseases but pure syndromes. 

In the second part (Nosography of the 
Dermatoses), pathological entities with a 
definite etiology are classified according to 
the nature of their cause. 

A certain amount of repetition has 
proved necessary in the present work, as 
for example, psoriatiform syphilides are 
described under their morphological char- 
acteristics in part one, and under syphilis, 
a disease of known etiology, in part two. 

The first edition has been translated into 
the German language by Jadassohn, of 
Berne, and the second edition into English 
by Pollitzer, of New York. 

The volume is recommended to any stu- 
dent of dermatology who wishes a broader 
view of the subject as written by an emi- 
nent French dermatologist. 

F.C. K. 


Minor MALADIES AND THEIR TREATMENT. By 
Leonard Williams, M.D. Fifth edition. Wil- 
liam Wood & Company, New York, 1923. Price 
$3.25. 

The author of this book is an English- 
man, who is Physician to the French Hos- 
pital in London. The first edition appeared 
in October, 1906. The present edition has 
been carefully revised with particular ref- 
erence to the section on Diet and the chap- 
ter upon Endocrines. The scope of the 
volume is well described in its title. It 
covers a little more than 400 pages and 
contains many prescriptions which the au- 
thor believes to be valuable in the con- 
ditions which he describes. It is distinctly 
devoted to symptomatic treatment. Thus, 
the first chapter deals with Coughs, Colds 
and Sore Throats, followed by one upon 
Indigestion, and another upon Constipa- 
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tion, and another upon Intestinal Disorders ; 
there is then a chapter upon Rheumatism 
and kindred conditions; goutiness and 
minor glandular insufficiencies. The eighth 
chapter deals with Old Age; the ninth with 
Some Drugs and Their Uses; and the tenth 
with Insanity. In the ninth chapter the 
author definitely tells his own experience, 
beginning what he has to say about bromide 
of potassium by a note of warning con- 
cerning its use, stating that often the ordi- 
nary dose of ten grains three times a day 
in a person over sixty is very apt to give 
rise to mental confusion. He supports the 
use of the sodium salts rather than the 
potassium salts in the employment of the 
iodides, points out that digitalis, like 
mercury, is well tolerated by children, and 
insists that before it is used it should be 
preceded in all cases by a brisk purge. 

Where prescriptions are given that the 
author has not originated himself, the 
writer from whom he has taken such sug- 
gestions is given credit by mention of his 
name. 

It is evident from what we have said 
that the book will prove an excellent one 
to the junior practitioner and that older 
men can obtain from a perusal of its 
pages many useful points. 


Diacnostic MetHops. By Herbert Thomas 
Brooks, A.B., M.D. Fourth edition, illustrated. 
The C. V. Moseby Company, St. Louis, 1923. 
Price $1.75. 

This little booklet of 109 pages, a goodly 
number of which are taken up with illus- 
trations, deals with the subject of history 
taking and routine physical examinations, 
and then proceeds to the usual laboratory 
tests necessary for students in clinical 
pathology, for hospital internes, and last, 
but by no means least, for practicing 
physicians. 

In these days when large and exhaustive 
volumes are published dealing with diag- 
nosis on the one hand or laboratory tech- 
nique on the other, such a volume as we 
are noticing will appeal very largely to the 
busy general practitioner. We presume 
that physiological chemists would question 
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his too great reliance upon certain tests or 
reactions which he advises, but any meas- 
ures which can encourage increased diag- 
nostic accuracy and yet not be too burden- 
some are to be encouraged; the more so as 
the author advises that along with his text 
some extensive work on clinical diagnosis 
be used as a reference book. We believe 
that Dr. Brooks’s text will continue to be 
as popular as heretofore. 


Tue Dietary oF HEALTH AND DisEAseE. By Ger- 
trude I. Thomas. Illustrated. Lea & Febiger, 
Philadelphia, 1923. Price $2.25. 

The authoress of this book is an instruc- 
tor in dietetics in the University of Minne- 
sota. She has prepared the text with the 
idea of providing a basis of instruction in 
schools for nurses or in departments de- 
voted to home economics, attempting to 
outline the several phases of food chemis- 
try, food preparation, and dietotherapy, and 
at the same time not to present too exhaus- 
tive a consideration of the subject. She 
has divided her text into no less than 
twenty-nine chapters, the titles of which 
are not necessary to describe if only one 
will bear in mind the title of the book itself. 
A very large part of the book, aside from 
its consideration of the relative nutritive 
value of various foodstuffs, is devoted to 
recipes for the well and for the ill. To this 
subject too little attention is often paid by 
nurses and physicians. We can well recom- 
mend the book to the type of reader for 
which the author prepared her text. 


A Manuva oF Proctotocy. By T. Chittenden 
Hill, Ph.D., M.D., F.R.C.S. Illustrated. Lea 
& Febiger, Philadelphia, 1923. Price $3.25. 
Dr. Hill, who is instructor in proctology 

in the Harvard Graduate School of Med- 

icine and ex-President of the American 

Proctological Society, has presented to the 

profession a small volume of 279 pages, 

including the index, dealing with diseases 
of the rectum; in other words, he has pro- 
vided what might be called a handy manual 
for the physician who in the majority of 

instances wishes to follow the lead of a 

competent clinician and who does not care, 

















because of lack of time, to peruse some of 
the very exhaustive books which have been 
published on this subject. The author does 
not attempt to quote to any great extent 
other proctologists. The text is emphatically 
a picture, or story, of what the author would 
do himself in the various conditions which 
he describes. Eighty-four illustrations aid 
him in instructing the reader as to the 
problems which are to be met with in 
daily practice, and the book can be recom- 
mended to our readers as a useful, accurate, 
and competent guide. 


An INTRODUCTION TO THE STUDY OF MENTAL Dis- 
ORDERS. By Francis M. Barnes, A.M., M.D. 
Second edition. C. V. Moseby Company, St. 
Louis, 1923. Price $3.75. 

The first edition of this book appeared 
in 1918, when it was an outgrowth of lec- 
tures given during several years. The 
author’s desire was to put in the hands 
of students a brief outline of the funda- 
mental problems in psychiatry. In the sec- 
ond edition he deals more extensively with 
the subject of mental hygiene and the men- 
tal factor in industrial and vocational guid- 
ance, and also discusses the needs of social 
workers from the psychological point of 
view. The book does not attempt to be an 
exhaustive treatise, although it covers 
nearly 300 pages. Intended as it is for 
medical students rather than for advanced 
psychologists, it admirably fulfils the pur- 
pose of the author. 


DISEASES OF THE SKIN. By Frank Crozer 
Knowles, M.D. Second edition, thoroughly 
revised. Lea & Febiger, Philadelphia, 1923. 
Price $6.50. 

Dr. Knowles’s book opens with two 
beautifully colored plates: one, a cross- 
section of healthy skin showing increased 
pigment, and another of exanthema tuber- 
osum multiplex. In addition there are thir- 
teen other colored plates and 229 black and 
white illustrations. Placing his informa- 
tion in rather more condensed form than 
is found in some of the larger works, the 
author is able to state what he has to say 
in a little less than 600 pages. From time 
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to time he gives formulas which he has 
found useful in his own practice. The 
book is printed in such large type and so 
well leaded, and the paper is of such excel- 
lent quality, that the reader will find it a 
pleasure to peruse the text, which, from 
a literary point of view, is well put to- 
gether. 


Tue Principles oF BactTertoLocy. By Arthur E. 
Eisenberg, A.B., M.D. Second edition. The 
C. V. Moseby Company, St. Louis, 1923. Price 
$2.25. 

This is a small manual of a little over 
200 pages designed to provide nurses and 
junior medical students with information 
concerning this important topic. The first 
edition was based upon a course of lectures 
delivered at St. Vincent’s Charity and St. 
John’s Hospitals in Cleveland. The book 
is manifestly not intended for well-trained 
laboratory workers, but is designed solely 
for elementary purposes. In this field it 
will doubtless prove useful. 


Care OF THE Baby. A Manual for Mothers and 
Nurses. By J. P. Crozer Griffith, M.D. Sev- 
enth edition, thoroughly revised. The W. B. 
Saunders Company, Philadelphia, 1923. Price 
$2.50. 

The first edition of Dr. Griffith’s book 
appeared in 1895. There have been many 
reprintings and revisions. Since it ap- 
peared he has presented to the profession, 
it will be recalled, a very exhaustive Text- 
book on Diseases of Children. In the pres- 
ent edition, as in previous ones, he has 
asked Dr. Hirst to revise the text relating 
to the management of pregnancy and allied 
topics. 

The idea of the author from the first has 
been to provide the mother with a reliable 
guide as to the best methods for caring for 
children in sickness and in health. The 
difficult task of preparing a chapter upon 
diseases of babies, in order to instruct those 
mothers who are unable to have a physician 
constantly on call, has been successfully 
accomplished as far as success is possible 
in such matters. The book contains 104 
illustrations dealing with the articles used 
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by infants and young children, and de- 
scriptions as well as pictures of various 
garments suitable to infants. It also con- 
tains an infant’s weight chart with a nor- 
mal line, upon which the mother may from 
time to time record the progress of her off- 
spring. 

As Dr. Griffith has now been Professor 
of Pediatrics in the University of Pennsyl- 
vania for many years, he speaks with 
authority. 


Tue Surcicat Cxirnics or NortH America. Octo- 
ber, 1923, Volume 3, Number 5. Minneapolis, 
St. Paul, Number. W. B. Saunders Company, 
Philadelphia and London. 

Farr, under the title “Some Helpful Sur- 
gical Adjuncts and Methods,” contributes 
serviceable suggestions bearing on the sim- 
plification of surgical procedures, and de- 
scribes and pictures instruments helpful to 
the operator. 

Of the clinics given by Lerche, Adair, 
Thomas, Dennis, Litzenberg, Colvin, Cole, 
Ritchie, Geist, Lewis, Wilcox, and Schwy- 
zer, each and all contain material adequate- 
ly reported and bearing directly on the 
problems which occasionally or frequently 
confront the active surgeon. 

To the practitioner who is in the habit 
of treating fractures as he was taught 
thirty years ago Wilcox’s contribution bear- 
ing on the equipment for the standardiza- 
tion of the treatment of fractures will be as 
startling as are his illustrations. 

To those who have been somewhat skep- 
tical regarding the powers of the plastic 
surgeon to remedy uncomely noses, Lewis’s 
before and after pictures will carry even 
more conviction than have the many similar 
ones published by other operators. 

Geist has given an excellent summary of 
his experience with 781 consecutive cases 
of foot disability. Ritchie pictures excel- 
lent results from the use of the dermal graft 
and the delayed flap. Cole reproduces a 
series of x-ray pictures of the calcification 


of a subacromial bursa. Incident to forced 
abduction an acute inflammatory process 
was set up, following which the shadow of 
the calcified bursa disappeared, though the 
symptoms did not. 

This number, indeed all of these clinics, 
are helpful additions to the surgeon’s 
library. 


Gynecotocy. By William P. Graves, M.D. Third 
Edition. W. B. Saunders, Philadelphia and 
London, 1923. Cloth, $9.00 net. 

A noteworthy feature of this text-book 
of Gynecology (from the standpoint of 
book-making and illustrations Saunders has 
put out nothing better) is the philosophical 
and scholarly way in which the physiology 
of the pelvic organs is discussed in its rela- 
tion to the general organism; an effort, and 
a successful one, at correlation, new in text- 
books and worthy of imitation. 

The second part of the book written 
especially for the student is perhaps, from 
his standpoint, as dogmatic as would seem 
best to serve his needs. Considering the 
better prepared type of medical student of 
the day, the author has successfully gauged 
the caliber of his audience and has written 
in accordance with its present needs. 

Bearing on radium, he has not erred on 
the side of overenthusiasm and still believes 
in the efficacy of surgery. Such a rational 
discussion of this subject could come from 
only one who has given it, in so far as 
results are concerned, deep study. 

The third section of the book is devoted 
exclusively to the technique of gynecolog- 
ical surgery. 

Graves has made a wise choice of his 
operative procedures and has described 
them with admirable clarity and simplicity. 

A book to be thoroughly commended and 
one deserving of wide use. Considering 
the ground covered, and at times a slight 
tendency to philosophical discussion, there 
is an astonishing amount of material con- 
densed in something under 900 pages. 











